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Proceedings of the Tenth Annual Meeting of the 
Catholic Hospital Association 


Part I.—First Conference, June 22-24 : 


SIRS BE 


The tenth annual meeting of the Catholic Hospital 
Association of the United States and Canada took place 
at Spring Bank, Okauchee, Wisconsin, during the week 
beginning June 22 and ending June 2%. Two confer- 
ences were held, each lasting three days. 


The general subject for both conferences was “Hos- 
pital Eminence.” Hospital policies and personnel 
were subjected to the closest scrutiny. Hospitals in 
general were, for the sake of discussion, divided into the 
following types: 

First, the stagnant hospital—stand-pat, listless, 
without a future; secondly, the commercial hospital— 
a doctors’ workshop, a hotel for the sick; thirdly, the 
minimal hospital—doing the least possible for its 
patients, just drifting; fourthly, the mediocre hospital 
—doing just enough to get by, self-satisfied, ignorant, 
and visionless; fifthly, the progressive hospital-—with a 
future, intelligent, trained, ambitious and conscientious 
personnel; sixthly the eminent hospital—the hospital 
with the urge of a divine discontent. 


The keynote of the convention was sounded in 
Father Moulinier’s presidential address, entitled 
“Types, Policies and Ideals of Hospitals.” The needs 
which a hospital feels and the means which it must 
employ in its struggle for eminence were brought out in 
the papers and discussions which took place each day of 
the conference. Father E. F. Garesché, S. J., spoke on 
“The International Catholic Guild of Nurses, Its 
Needs, Organization, and Purposes.” Dr. Edward A. 
Fitzpatrick, Dean of the Medical School and Educa- 
tional Director of the College of Hospital Administra- 
tion of Marquette University, read a paper on “Trained 
Hospital Personnel.” “Character in the Hospital” was 
the subject discussed by Dr. Edward L. Keyes of St. Vin- 
cent’s Hospital and Bellevue Hospital, New York City. 
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The last paper of the first conference was read by Dr. 
Edward Miloslavich of Marquette University Medical 
School, Milwaukee, and was entitled “The Soul of 
Scientific Service.” 

During the second conference there was the same 
insistence on eminence in hospital work. Father C. A. 
Shyne, S. J., of St. Louis University, with his address 
on “Christian Culture in the Whole Hospital,” Father 
Joseph F. Higgins of Colorado Springs, Colorado, with 
his paper on vocations among nurses, entitled “The Call 
of God,” and Father John P. Boland of Buffalo, N. Y., 
with his emphasis on “Christliness in the Hospital” 
brought out the high spiritual character which the hos- 
pital staff and personnel should have if they are to 
attain eminence. 


The final papers of the conferences were read by 
Father Albert C. Fox, S. J., President of Marquette 
University, and Dr. Malcolm T. MacEachern, Director 
of Hospital Activities, American College of Surgeons. 
Father Fox spoke on “The Great Hospital.” The con- 
eluding address, “The Hospital With and Without a 
Future,” by Doctor MacEachern outlined the policy 
which a progressive hospital must ever maintain in its 
struggle for eminence. 

A notable feature of the conferences was the report 
of the various committees on hospital management and 
technique. Father N. J. Gilbert, acting general chair- 
man, read the reports. 

Priests, sisters, doctors and nurses from all parts 
of the United States and Canada attended the confer- 
ence. Fifty-eight firms dealing in hospital equipment 
and supplies had exhibits at the convention. One hun- 
dred and forty representatives of these firms registered 
at Spring Bank. 
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Types, Policies, and Ideals of Hospitals 


Reverend C. B. Moulinier, S. J., President, Catholic Hospital Association 


The longer time we give, the more serious thought 
we devote to the study of the science and art of hos- 
pital organization and management, the deeper our in- 
sight should become and more clearly should we 
endeavor to formulate a sound philosophy and an effec- 
tive procedure in the conduct of our hospitals. As the 


complex medical sciences grow more deep and sure in 


their knowledge of the causes of disease and as medical 
treatment becomes more practical and proven in its 
effective application to the cure or alleviation of disease, 
the more serious and scientific must our hospitals grow 
in their organized effort to secure for every patient the 
surest and soundest diagnosis as well as the sanest and 
safest treatment. 

The deeper and broader our knowledge of man’s 
complex and many-sided nature becomes in its biologi- 
cal, social, ethical, and religious relations to his physi- 
cal, mental, and moral environment, with all its inter- 
dependencies, the more keen and personal we all become 
in our grasp of what it means to be a creature of an 
Almighty Creator, a redeemed sinner of a loving 
Saviour, a faithful follower and disciple of the Divine 
Founder of a divine religion. And out of this knowl- 
edge and these clear convictions there must inevitably 
grow a more intelligent, vitalizing and inspiring inner 
life of the hospital. 

Personnel Makes the Hospital 

Whatever may be said of the importance and abso- 
lute need of physical plant and equipment for the 
proper and adequate application of scientific knowledge 
by way of diagnosis, treatment and nursing care—(and 
it should always be borne in mind that no emphasis on 
these external helps can be too great, provided the 
supreme importance of the inner life gets its considera- 
tion)—we cannot make a mistake by claiming with 
unqualified absoluteness that men and women make the 
hospital. Tell me what and who your superintendent 
is; tell me what and who her assistant managing per- 
sonnel is; tell me what and who your doctors and nurses 
are, and I will tell you what your hospital is. 

Ten years ago this statement could not have been 
made without many qualifications and limitations but 
today after ten years of study on the part of the leading 
hospital people of our continent, ninety per cent of doc- 
tors and hospital people know or should know what a 
hospital that is worthy of the name should be and if 
vour hospital is not today what it should be, it is be- 
cause of a lack in some man or woman, some men or 
women, working in the hospital, responsible for what 
goes on in the hospital. 

The standardization movement of the American 
College of Surgeons along with the hearty cooperation, 
from the beginning, of the Catholic Hospital Associa- 
~~ 1 Paper read at the Tenth Annual meeting of the Catholic 


Hospital Association at Spring Bank, Okauchee, Wis., June 22nd 
to 27th, 1925. 


tion, the somewhat delayed but full-hearted cooperation 
of the American Hospital Association, the Protestant 
Hospital Association and the various medical and nurs- 
ing associations, has brought to the minds of all so 
clear-cut and fundamental a standard of what the right 
kind of a hospital should be, has disseminated so widely 
a large body of literature on this subject and there are 
today so many excellent hospital magazines which bring 
from month to month into the hospital the knowledge 
and inspiration necessary for the development of a 
scientific hospital, that no valid exeuse can be given 
today for lack of knowledge as to what a real hospital 
should be. Therefore I repeat, if the right kind of men 
and women make up the managing and practicing per- 
sonnel in a hospital, vou will have the right kind of a 
hospital. Your type of hospital will be what it should 
be. It will not be a sfagnant, a commercial, a minimal, 
a mediocre hospital, but will be progressive and on the 
way to become, if it is not already, an eminent hospital. 
I care not where the hospital is, I care not what its size 
is, I care not what material it is made of in its physical 
plant, if the men and women in it are what they ought 
to be, the hospital will be essentially what it ought to be. 

Somebody said that you may have a university on a 
floating log provided you have a real student and a real 
professor seated on the log, the one learning, the other 
teaching. And so I say to you, with further reiteration 
for the purpose of emphasis, that if you have a real 
doctor, a real nurse, and any kind of a patient you will 
have the best guarantee on earth of a real diagnosis and 
real treatment for the patient, because whatever they 
lack of material means they will soon get, and their 
professional spirit of service and conscientiousness will 
supply for the deficiency. The public will soon find 
you out and come to you with what you need. 

This again might not have been true as a statement 
ten years ago but today, thanks to the energetic study 
and propaganda in the hospital world, is so true that I 
do not fear contradiction, though I am aware there are 
local conditions and circumstances which may modify 
the application of this statement to some particular hos- 
pitals. Hence, I do not hesitate to say to you that the 
type of your hospital can be very clearly set down after 
you have made a correct analysis of the type of people 
in it. 

Is Your Hospital Stagnant? Minimal? 

If your sister superior, or superintendent of the 
hospital, if your supervisors of floors, if your superin- 
tendent of nurses, if any of your other people respon- 
sible for the management, if your chief of staff or heads 
of departments are listless, visionless, of a stand-pat, 
ignorant frame of mind, your hospital will inevitably 
be a stagnant hospital. If these same people, or one or 
two dominating individuals are short-sightedly and 
consciencelessly commercial-minded, your hospital will 
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be little more than a doctor’s workshop, a hotel for the 
sick. If, again, any one or several persons of your man- 
aging personnel or staff are so unenlightened, self-satis- 
fied, and self-centered as to think the patients belong to 
them instead of they to the patient, they are apt to think 
little of the rights of the patient, do the least possible for 
him, drift along and be what we might call a minimal 
hospital. 
The Mediocre Hospital 

If, further, those conducting the hospital either as 
managers or as members of the staff are such as do little 
reading and less thinking about the welfare of the hos- 
pital, if they have traditions and inheritances from an 
unprogressive past, if they have fallen into a self-satis- 
fied and visionless contentment but none-the-less are 
just alert enough to know that there is a movement for 
better hospitals, for standardized hospitals, and if they 
know that there is a yearly printed list of acceptable 
hospitals published by the American College of Sur- 
geons, they will make an effort to do just enough to get 
by. but the hospital with such people dominating its 
destinies is sure to remain only a mediocre hospital. 

The Goal Is Eminence 

If, finally, the men and women in your hospital, 
either in whole or in a controlling and dominating 
number, are thoroughly trained for their work. have an 
intelligent appreciation and conscientious regard for 
the developing policies and growing ideals of the best 
hospital of today, you will have a progressive type of 
hospital well on its way to eminence. 

There are, I believe, very few hospitals, if any, 
which belong exclusively to any one of the six types 
mentioned and to be discussed next Saturday morning 
as set down in our program, but most hospitals, I dare 
say, for one reason or another—because of the past out 
of which most hospitals are emerging, because of the 
recent stir in the hospital world, because of the rapid 
growth of medical and nursing knowledge and skill, be- 
cause of the sluggishness of the human mind in the 
acceptance of new and true and better policies and 
ideals, and because of the growing expenditure of money 
incident thereto, because of the inherent difficulty of 
making a complex institution all that it should be in all 
its departments and activities, because of a scarcity of 
willing and self-sacrificing workers in this field of 
endeavor, and finally and above all because we are just 
beginning to realize the absolute need of careful and 
long training to fit men and women to carry out the 
difficult and delicate functions involved in the new hos- 
pital, the modern hospital, the progressive and eminent 
hospital—most hospitals, T repeat, may be said truly to 
have characteristics and features of their work which 
place them partly under one type and partly under 
another. There are few hospitals that do not suffer 
now and then in one department or another from list- 
lessness which leads to stagnation, from the creeping in 
of a commercial spirit which gives an air to the hospital 
of its being little more than a hotel for the.sick, of 
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drifting along with the least possible exertion, of a lack 
of ambition here or there which inevitably leads to 
mediocrity. Yet in the same hospital there may be in- 
telligent, trained and conscientious individuals who 
give a redeeming spirit of progress at least to some de- 
partment or departments of the institution and thus 
give hope that at some future day the hospital will reach 
an eminence worthy of itself and a credit to its com- 
munity. 

Men and women, then, it would seem, make the 
hospital what it is. By their mental attainments, by 
their trained characters, and by the influence of their 
developed personalities they stamp the hospital as be- 
longing to one or the other of the types described, or 
give it a tone or trend upward or downward, in the 
scale of excellence. 

Policies and Ideals Create the Type 

As the type of the hospital is, so will its policies 
and ideals be. In fact, policies and ideals create the 
type. If policies are enlightened, clear-cut, and pro- 
gressive, we may easily conclude that the hospital has 
greatness within it, which will lead to eminence as one 
obstacle after another is overcome. If, on the other 
hand, there are no clear, positive, and strong policies, 
but a listless, drifting, self-satisfied, day by day, pur- 
poseless organization and management, the hospital will 
be visionless and without ideals. Again it becomes 
clear that the policies and ideals of a hospital are the 
product of the men and women guiding its destinies. 

Here it may be well to note with special emphasis 
that policies and ideals are not constant factors in the 
life of institutions any more, or even as much, as they 
are in the life of individuals. And so it becomes a 
matter of vital importance to every community of 
sisters conducting hospitals and to each hospital that 
superiors make provision, year after year, for the edu- 
cation and training of those who are to influence the 
type of hospital they are conducting by the shaping of 
its policies and ideals. There must be managers, super- 


intendents, technicians, supervisors and _ directors. 


These must be trained. They must know the science 
and art of hospital organization, management, and con- 
trol. 


cause they must be shapers of policies and inspirers of 


They must have character and personality be- 
ideals. To bring this great result about in any indi- 
vidual hospital or in a group of hospitals conducted by 
the same community, there must be vision and plan and 
purpose, from top to bottom, from the mother general 
or provincial down to the sister-cook or housekeeper. 
Doctors are great helpers, indispensable for the up- 
building and developing of hospital types but no com- 
munity of Catholic sisters can afford to be absolutely 
dependent upon them and mere followers. Every hos- 
pital community must be a leader through its hospital 
representatives in hospital betterment, in the develop- 
ment of hospital policies and ideals. It must have the 
right-minded independence growing out of a commun- 
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ity understanding and appreciation of hospital work 
which will shape its policies on the enlightened under- 
standing of hospital science and carry out its ideals 
with a high appreciation of what they mean. 

Much long-headed planning, delicate adjusting, 
brave determining, along with a very large amount of 
humble and patient submission to the slow working 
ways of Divine Providence, must chacracterize the com- 
munity as a whole, and each particular hospital group 
in every effort to attain eminence in the hospital world. 

Christian Culture and Genuine Christliness 

The two great moving forces to bring about the 
highest results in sisters’ hospitals are true deep and 
broad Christian culture and genuine Christliness with 
the enlightenment, strength, and inspiration that comes 
from the higher, vitalizing spirit of both group and per- 


sonal religion. Any community of sisters and any 


special group of them in a hospital will be sure to get 
the knowledge they need, the skill required, the spirit 
of harmony and cooperation so essential for the develop- 
ment of an organized, unified, carefully coordinated 
and vitally functioning hospital. With men and women 
thus fashioned, moulded and finished off by the finger 
of God, there is no reason why every Sisters’ hospital 
should not be a great hospital with an eminence all its 
own, an eminence of mind, of character, of soul, «nd 
achievement according to all the true and proven (e- 
mands of real medical science and nursing art. 

Tt is the great purpose of this conference «nd 
should be the aim and effort of all here to get whatever 
will help to the realization of the purposes, plans, and 
ideals the Catholic Hospital Association has from the 
beginning aimed to bring about for the Catholic sister- 


hoods and the hospitals conducted by them. 


The International Catholic Guild of Nurses; Its Needs, 


Organization 


and Purposes’ 


Reverend E. F. Garesché, S. J. 


The extraordinary success and remarkable develop- 
ment with which Providence has blessed the Catholic 
hospitals in the United States and Canada are attract- 
ing the attention of the entire Catholic world. No- 
where on earth has there been so rapid an increase in 
Catholic hospitals as here, and the growing excellence 
of their standards of hospital service is putting the 
Catholic group into a position of responsibility and in- 
fluence in the hospital world which is almost without 
parallel in the history of Catholic activities on this con- 
tinent, glorious though that history is. 

We have recently published in leading Catholic 
magazines of England, France and Spain, an article 
which sums up the growth and achievements of the 
great group of hospitals included in the membership of 
the Catholic Hospital Association, and the same infor- 
mation will be translated and Italy, 
Holland and Germany. Already, the letters received 
as a result of these articles express the interest and 
encouragement felt by Catholics in other lands at the 
achievements of the sisters’ hospitals of the United 
States and Canada. Thus the work which you are 
doing extends its influence to the fartherest countries of 
the world. 


published in 


Eminence Brings Obligations 

But noblesse oblige, nobility imposes obligations. 
In other words the Catholic hospitals must rise to meet 
the grave and serious obligations imposed on them by 
the very success and importance with which God has 
blessed their efforts. In opening up sublime opportun- 
ities before us, the Lord of all expects us to do our part 
in meeting these opportunities. 


‘Read at the Tenth Annual meeting of the Catholic yoo} 
Association at Spring Bank, Okauchee, Wis., June 22nd to 27th, 


25. 


The Obligation of Caring for Our Nurses 

Foremost among the more pressing needs of the 
present in Catholic hospital work is the necessity of 
doing something practical and effective to band together 
our Catholic nurses and the non-Catholic graduates of 
our training schools so that we may have a truly repre- 
sentative body of nurses who will be able to represent 
Catholic ideals in the nursing profession and to encour- 
age each other to strive for what we have termed “the 
service of eminence.” 

At the present time a small army of nurse gradu- 
ates are going forth each year from our schools of nurs- 
ing. Already a great number of Catholic girls have 
finished their course in our own or in secular schools, 
and are actively engaged either in private duty nursing 
or in some one of the many other fields which open their 
paths to opportunity before the graduate nurse. This 
new profession is extraordinary in its development and 
in the increasing importance which it assumes in 
society. It has, besides, the unique characteristic 
among professions that it seems destined to remain, at 
least for a long time, in the hands of women and so the 
graduates of our Catholic training schools should have 
a leading part in the direction of its destiny. Add to 
this that nursing is one of the Corporal Works of Mercy 
and that Catholic ideals are indispensable for the per- 
fect accomplishment of the lofty calling of a nurse. 

Our duty seems clear then to do everything in our 
power to help our Catholic nurses and particularly the 
graduates of our own training schools to accomplish 
their providential part in the leadership of their profes- 
sion. Let us now face the facts as they are and see 
what is the present state of organization for Catholic 
nurses. 
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The Present State of Catholic Nurse Organization 

To begin with, out of a possible one hundred and 
fifty thousand nurses in the United States at least one- 
fifth. probably one-fourth, is Catholic. In many places 
half or more of the entire number of nurses are Cath- 
olic. We may safely say that there are thirty or forty 
thousand Catholic nurses in the United States and of 
What is 
their present influence and importance as Catholics in 


course Canada also has many Catholic nurses. 


the nursing profession ? 

From all we can gather, it is lamentably small. 
Ask where you will and you will find that among the 
officers of nursing organizations Catholics are usually 
in such a minority that one wonders. Yet, they them- 
selves will assure you that this is not the effect of 
bigotry, but because Catholic nurses do not come for- 
ward to assume responsibilities and take the initiative. 
In the national nursing field, the conditions are pretty 
Our thirty or forty thousand Catholics 
They belong to the associations 


much the same. 
are a silent minority. 
perhaps but as a body have no influence. 

Worse still, we have had up to now no adequate 
means of reaching and inspiring all the Catholic nurses. 
They had, indeed, their alumnae associations and 
sodalities in the hospitals, but these at best only linked 
together the graduates of one school. When a nurse 
left the city where she had taken her training, she was 
no longer kept in touch, so far as the hospital was con- 
cerned, with Catholic influences. “They go away and 
we lose track of them,” so said the directors of schools 
of nursing with sad reiteration. 

The Sodality 

The Catholic Hospital Association, sensitive to the 
interests of the sisters’ hospitals and feeling this vital 
need of a representative body of Catholic nurses, first 
bestirred itself to encourage in all our hospitals the 
formation or a reorganization, if necessary, of a sodality 
for nurses which would be a real bond of union and 
spiritual influence among the pupils and nurse gradu- 
ates. The minimum standards were suggested and a 
series of instructions and directions were published so 
that each hospital might know just what was to be done 
to carry out this work. The progress of the sodalities 
will be given in the report on Thursday afternoon at 
3:00 o’clock. Suffice to say now, that almost every 
training school of importance has organized or re-organ- 
ized a sodality, often with very consoling results. 

The Guild 

The next move was to provide a national, or rather, 
international, body of nurses affiliated with the Catholic 
Hospital Association and representing its ideals and 
aspirations in the nursing profession. This plan was 
discussed by a group of nurses at Spring Bank year be- 
fore last, the first convention and organization meeting 
was held here last year, and its second retreat and con- 
vention took place this year from June 1 to’6 with very 
encouraging results. The Guild has thus been in exist- 
ence just a year, and during this time its growth has 
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exceeded all expectations and promises for the future 
very consoling consequences both to the hospitals and 
the nursing profession. 

Its Organization 

The manner of organization of the Guild was the 
subject of very anxious thought, and it was decided to 
make the membership individual so that the nurse who 
joins really becomes an active supporter of the Guild. 
At the same time each member was to be a member of 
the Catholic Hospital Association and a subscriber to 
the HosprraL Progress. Thus, the Hospital Associa- 
tion gained this vear nearly seven hundred new mem- 
bers and the nurses are the most numerous single class 
of membership in the organization, forming about one- 
fourth of the entire list. 

It was desired to link the Guild with the hospital 
sodalities and to make it distinctly a_ professional 
Thus, the voting and office holding mem- 
This dis- 


tinction of members is important only once a year at 


organization. 
bers must be graduate nurses and sodalists. 


the conferences, and though some objection was raised 
to it in the beginning, it has proven very practical and 
encourages a number of nurses to become members of 
the sodality. 

The other grades of membership are intended to 
welcome into the work of the Guild all Catholic gradu- 
ate nurses and the senior students who are Catholics in 
all accredited nursing schools. They become active 
members and receive Hospitat ProGress, and become 
members of the Hospital Association. 

Non-Catholic nurses who are in sympathy with Cath- 
olic ideas are also welcomed and become associate mem- 
bers. All these three grades of membership pay the 
same dues—$3.00, and receive the same service from 
the Guild. 
nurses or not, Catholics or non-Catholics. 


Finally, the sustaining members may be 
They pay 
$10.00 a vear, receive the magazine and become mem- 
bers of the Association. Contributors give a donation 
of at least $100.00 once for all—they do not become 
members nor receive the magazine. 

Its Activities 

The activities of the Guild are to be both inter- 
national and local. The international activities will 
consist in the maintaining of a general headquarters in 
conjunction with the Hospital Association, where a full 
time paid secretary will conduct a Bureau of Nursing 
Information, carrying on correspondence and sending 
out bulletins and in other ways giving personal service 
to the members. Many hospitals write in asking for 
special types of nurses and many nurses are looking for 
special positions. This bureau will introduce the one 
to the other. 

Besides it is hoped to establish a series of scholar- 
ships for members of the Guild and to encourage local 
activities by correspondence and vis'ts from central 
headquarters. Thus the Guild members will be linked 
together in an active body and their national confer- 
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SECOND CONFERENCE OF THE TENTH ANNUAL MEETING OF THE 


ences each year, together with local retreats and confer- 
ences and regional conferences, will make them of real 
influence in the nursing world. 

As to the local activities we strongly desire and 
urge that the groups of Guild members in every locality 
take up the activities of a local Guild. We find it much 
more practical, first, to enlist the best nurses as mem- 








bers of the international Guild and then to have them 
form a local organization of the Guild members to do 
whatever is needed locally. Where a local Guild is 
organized first, it often creates such an excessive local 


spirit that the members take no interest in wider activ- 
Then, in a few years, the local interest, not being 
fed from without or linked with any larger organiza- 


ities. 


SECOND CONFERENCE OF THE TENTH ANNUAL MEETING OF THE 
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CATHCLIC LCSPITAL ASSOCIATICN AT SPRING BANK, OKAUCHEE, WIS., JUNE 25-27, 


tion, gradually dies down. In this way, there is no 


It is harder to begin with a 


permanence to the work. 
group of Guild members but it is more permanent and 


more in line with the national plan of the Assuciation. 
Let us emphasize, however, that we wish very 
much, through the Guild, to encourage the organization 


of local activities. In most cities of importance there 


CATHOLIC HOSPITAL ASSOCIATION AT SPRING BANK, OKAUCHEE, WIS., JUNE 25-27, 


1925. . 


is already a group of Guild members which could well 
undertake anything needed for nurses. Where a local 
Guild already exists, we would welcome its leaders and 
members into the international Guild and through these 
international members, the local Guild could be reached 
and helped. The entire local Guild will, of course, be 


welcomed into the international Guild, but there is no 


1925. 
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group membership, hence they would enter as indi- 
viduals. 
Remarkable Growth of the Guild 

Through the devoted efforts of many sisters, nurses 
and priests, the membership of the Guild has become 
extraordinarily representative. The report for June 1 
shows a grand total of 603 members from 197 cities in 
the United States, 8 cities of Canada and 2 of Europe, 
Dublin and Edinburgh. A request has recently come 
from a trained nurse in Hungary to establish a Guild 
there. From the Island of Ceylon, a similar request 
has been received. Thus the Guild becomes truly inter- 
national. 

Besides the annual retreat each year, the Guild 
seeks to encourage retreats for nurses in each locality, it 
recommends lecture courses for nurses, social meetings, 
local scholarships, and other activities of the kind. A 
Guild house for nurses is also suggested where locally 
practical. One of the great needs of the Guild is the 
increase of its endowment fund, which, though already 
sufficient to begin the employment of a paid secretary, 
needs to be greatly increased so as to establish scholar- 
ships and carry on other necessary activities. 

It is greatly desired to secure for the Guild regional 
and local spiritual directors, priests who are interested 
in the work and who will cooperate actively in promot- 
ing it. We should be glad to receive suggestions from 
the Sisters and nurses on this subject and to have the 
names and addresses of priests whom they consider will- 











ing and able to accept the office of the regional and 
spiritual director of the Guild. 

The holding of a special day of conference for the 
International Catholic Guild of Nurses on the occasion 
of the meeting of the regional conferences of the Cath- 
olic Hospital Association is also greatly recommended. 
The preparation of the program and the arrangements 
for this meeting may very well be carried on in conjunc- 
tion with the regular preparations for the regional 
meetings. 

In conclusion we wish to thank very earnestly those 
Sisters who have given so generously of their time and 
effort to make the Guild a success. There is a quaint 
little saying in French that when we get to heaven there 
are three things that will surprise us there. The first 
is the people we do not expect to see and who are already 
there, the second is the people whom we expected to see 
and who have not yet arrived, and the third thing that 
will surprise us is how we ever got there ourselves! A 
similar observation has occurred to me in regard to the 
Guild of Nurses. It is surprising how many Sisters 
have taken an active interest in the Guild who are not 
much connected with nurses and whose zeal is therefore 
quite spontaneous. It is surprising, too, that when one 
has every reason to expect cooperation it is not always 
forthcoming. Finally, we are a bit surprised at our 
own share in this activity. It will after all always re- 
main chiefly the concern of the nurses and Sisters to 


make this Guild a great success. 


Training Hospital Personnel’ 


Dr. Edward A. Fitzpatrick, Educational Director, College of Hospital Administration, Marquette University 


The hospital has “just growed” like Topsy. It 
is becoming a more and more complex institution. 
Hospitals have multiplied in number perhaps evén more 
rapidly than our fast multiplying schools. Costs have 
gone up in sky-rocket fashion. 

Many hospitals are giving highly specialized ser- 
vice, though this specialization divorced from a general 
hospital may go too far. There are special hospitals for 
the mental and nervous, maternity, industrial accidents 
and disease, eye, ear, nose and throat, contagious, tuber- 
culosis, surgical, cancer, children and convalescent. 
This specialization must be kept in balance with refer- 
ence to the general hospital facilities of the community. 
This development has meant new problems for everyone 
connected with hospitals. 

The New Demands in the Hospital Administration 

The size and complexity of a modern hospital, the 
advances in medical practice and in the surgical field, 
the “new” conception of the requirements for the edu- 
cation of nurses, a new attitude toward the hospital by 
the community, -has brought upon the hospital execu- 
tive a host of new problems of administration, organiza- 
tion, and finance that has almost overwhelmed him. 
~~ Paper read at the Tenth Annual meeting of the Catholic 
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The comparative suddenness of the new demands has 
not given the field an opportunity to readjust itself to 
the situation. 

Pressing daily demands will not permit us longer 
to think of the hospital as “a hotel for the sick with 
the superintendent an exalted steward or clerk,” and, 
let. me add, it will not permit us to think of the nursing 
service as a maid service of a kindly sympathetic soul, 
however we may sublimate the demand. 

To come to the point directly, hospital administra- 
tion is no longer a matter for the physician who found 
practice disagreeable or couldn’t make it go, for the 
clergyman to whom parochial duties were too strenuous, 
for the Sister who has every quality of piety but none 
of training, or for any amateur, pensioner, or other 
untrained person. Hospital administration is a chal- 
lenge to the highest type of person entering any profes- 
sion. Important as character and intelligence are in 
the field of hospital administration, there must go with 
these specific training. This does not imply that 
people now in the profession are not excellent, even 
admirable administrators. I know administrators who 
are doing excellent work—who have come to the top 
from quite diverse beginnings, one a doctor, another an 
engineer, another a sister in charge of an operatine 
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room, and another in charge of the training school for 
nurses and novices. 
Importance of Practical Experience 
Practical experience is an important factor of all 
training. And the transfer of the professional training 
of the hospital administrator does not mean merely 
didactic instruction, or lectures, or study from books. 


Theory and practice must be coordinated, and must be 


made to reinforce each other. It is this requirement 
that is at the basis of the plan of study to be used in the 
College of Hospital Administration next vear. 

The Plan of Study 

A plan of study is announced this year based on 
‘he best educational theory and practice. This plan 
vill consist of five features. 

1. An introductory statement of the problems of 
he hospital field by practical administrators followed 
1y conference with these men. This presentation will 
e made at the opening of the hospital college and will 
ve followed by a formulation of the problems during 
All 
students will have had practical experience in the field. 
[his formulation will require probably additional work 
n the hospital college library, in reflection, and in 
personal conference with the professors of the College 
of Hospital Administration. By this means the stu- 
dent will organize his past experience in the light of the 
presentation made in the introductory lectures, and will 
have in mind definitely the problems of hospital admin- 
istration so that he may constructively take part in the 
lass discussions and conferences, and be helpful in de- 


veloping the course of study in the College of Hospital 


he following week by the students themselves. 


\dministration. 

2. A second feature of the work will be less reli- 
ance on formal lectures and recitations, but more on 
directed study, individual work, and personal confer- 
ences with professors. Lectures and recitations will 
‘ontinue to be given but emphasis is transferred to indi- 
vidual work with all the resources of the University, 
library, staff, cooperating hospitals and cooperating 
personnel organized to stimulate and strengthen this 
individual work. 

3. <A third feature of the course is the series of 
practical solutions presented each year to students in 
the college by practical administrators. The problems 
resented by each administrator will be those in which 
his hospital is noteworthy. These will be determined 
w the reports of the American College of Surgeons’ 
urvey and by independent study by Marquette Uni- 
versity. It is expected that the University will have 
the active cooperation of the great hospital associations, 
the Catholic, the American, and the Protestant Hos- 
pital Associations. 

4, The course is characterized throughout by inti- 
mate relation of theory and practice. This is evidenced 
by: 

(a) The bringing in continuously, as a formal 


part of the course, of practical administrators. 
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(b) 


in hospital work, or, in the undergraduate work, of con- 


The preliminary requirement of experience 


current experience. 
(c) 


during the course. 


The systematic observation of hospital work 


5. The requirement of a year’s experience in a 
hospital subsequent to the completion of work in the 
College of Hospital Administration as a condition for 
the degree and diploma in Hospital Administration. 

This corresponds to the year of internship now re- 
quired in the best medical schools. To be approved for 
such hospital administration internship, the hospital 
will have to be one of the standardized hospitals of the 
American College of Surgeons and will be given prefer- 
ence if approved for medical internship by the Ameri- 
can Council of Medical Education. 

The Value of Preparatory Professional Training 

But, what is now important is that there is an 
accumulating literature and an accumulating experi- 
ence in hospital administration which can be utilized 
for those entering this hospital field: first, to eliminate 
many mistakes and errors in their early experience 
resulting in discouragement to them and inadequate or 
poor service to the sick; second, to prepare them to take 
full advantage of the educational potentialities of their 
experience as administrators; third, to secure a maxi- 
mum return to the community in the care of the sick 
and preventative medicine for its investment in hos- 
pitals; fourth, to make the hospital personnel a happy, 
cooperative, efficient group; fifth, to get from life a 
the 
highest efficiency and service one of the great corporal 


“durable satisfaction for having rendered with 
works of merev.” 
We May Continue Present Method 
One may go into the profession now and learn by 
Undoubt- 


edly, from such training, outstanding hospital adminis- 


day-to-day observation and trial and error. 


trators could be developed, but we forget the innumer- 
able failures that we leave along the roadside. But we 
are coming to a period of community appreciation of 
hospital service where we endanger the whole commun- 
ity attitude toward the hospital by incompetent admin- 
take the 


the community responsibility which we feel 


istration. Even if we were disposed “to 
chance,” 
would not permit us to do it. 


The Report of the Committee on Training Hospital 
Executives 
The Rockefeller report on 


Executives” puts the case thus: 
“Most of the present hospital superintendents have 


“Training 


Hospital 


either drifted into the work without special training or 
The 
former method is probably partly responsible for the 


have come up through a system of apprenticeship. 


present confusion and for the apparent failure of hos- 
pitals generally to measure up to the opportunities and 
The latter plan has 
rendered an but 
method of preparation for professional work now largely 
abandoned in other fields. Education in general has 


responsibilities open to them. 


excellent contribution represents a 
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passed through the phases of apprenticeship, didactic 
instruction, demonstration instruction and is now evi- 
dently entering a phase of disciplinary training. 
Preparation for hospital administration can probably 
be readily adapted to this method.” 
The Immediate Problem and Opportunity 

The immediate problem in the training of hospital 
personnel is to train the hospital superintendent who is 
now on the job. He is the most strategie factor in the 
hospital field. Upon him or her rests the responsibility 
for the efficient administration of the hospital, which 
means the efficiency of the personnel. His primary 
responsibility is the training of the persons now doing 
the work of the hospital-nurses, technicians, pharma- 
cists, dietitians, and so on through the whole list of 
hospital workers. For the most part, the superintend- 
ent has acquired his experience in the expensive field 
of personal experience. The hospital magazines come 
to his desk or to the hospital, but he rarely finds time to 
read them owing to his pressing duties. He attends the 
national conventions of hospital workers, and takes in as 
much as he hears. But too frequently both speech and 
article are unrelated to his experience, or he does not 
see the connections. He ought to get into the habit 
of getting away from his job long enough to see it in its 
relationships and disconnected from immediate prob- 
lems. As is frequently required in business, periodic 
absences from routine duty ought to be compulsory for 
definite purposes in which observation plays a large 
part. The hospitals are too largely under the other 
idea of the “Don’t miss an hour” scheme of things, a 
measurement of human service in terms of the time- 
clock. 

Training by Visiting Hospitals 

These periodic absences from duty should be de- 
voted in part to visiting other hospitals for the purpose 
of real study of problems in the concrete. They are not 
merely for making new friends or being agreeable, or 
telling the other hospital superintendent what a wonder- 
ful hospital he has. These periodic visits must be 
judged by their fruitfulness in ideas and administrative 
suggestions for the visiting hospital superintendent’s 
own hospital. 

Training in Universities 

These periodic absences from routine duty should 
also be spent in part in the University for prolonged 
or limited study as the time permits. Marquette Uni- 
versity College of Hospital Administration is just an- 
nouncing for hospital superintendents who cannot 
possibly proceed to degrees, three ways they may keep 
up-to-date with the problems. Short courses are given 
twice a year for the purposes of clear analysis of prob- 
lems and constructive suggestions in meeting problems. 
The analysis of problems is emphasized in the one-week 
short course given in the early part of October, and the 
constructive dealing of these problems is emphasized in 
the month’s course during the month of April. In both 
of these cases, administrators visit the University to 
present problems or present solutions, and round table 





conferences under the direction of these administrator: 
or under the faculty of the College of Hospital Admin 
istration, help to bring the facts home to the universit, 


student. 

Beginning in the summer of 1926, short courses wil! 
also be offered in the College of Hospital Administra 
tion immediately after the meeting of the Catholic Hos- 
pital Association. Courses in the Graduate School of 
a year’s length, leading to a Master’s degree, are open 
to hospital administrators with a Bachelor’s degree 
Any hospital administrator of maturity may come to 
the University for a year and take courses that will be 
specially helpful to him in his work. It would be ex- 
pected that he take the major part of his work in th 
College of Hospital Administration, and he would be 
free to take the remainder of work in any of the colleges 
of the University, Business Administration, Engineer 
ing, Journalism, or any other. 

Training of Other Hospital Personnel 

Marquette University began last year a series of 
courses for technicians, which are more formally and 
definitely outlined in the present bulletin of the College. 
especially for laboratory technicians and radiological 
technicians. The courses for laboratory technicians ex- 
tend approximately over ten weeks to three months, and 
are divided in the beginner’s and advance courses. A 
year’s course is announced for radiological technicians. 
Dietitian courses will be announced for the academi: 
vear 1926-27. 

Business Management of Hospitals 

Where hospitals are large enough to engage specia 
husiness managers to handle the administrative detail. 
especially with reference to finance, purchasing, store- 
keeping, and the like, a special course of study is out- 
lined for persons intending to enter that aspect of hos- 
pital administration. Hospital administrators who de- 
sire to take special work in this field, may do so in th 
College of Business Administration of the University. 

Training on the Job 

One of the major responsibilities of the executive 
is to train the personnel now on the job. This educa- 
tional aspect of administration recognized in other 
fields, has not reached generally the hospital field. 
Every day’s experience in the hospital ought to be for 
all personnel an educational experience. They ought 
to learn new ways or better ways, or acquire greater ski! 
in doing their day-to-day duties. The hospital adminis 
trator will be able to do this: 

1. By standardizing definitely the routine pro 
cedures of the hospital. This, of course, must be base: 
on detailed study and testing out of procedures, ani 
modifying them as experience warrants. 

2. By constructive supervision of the hospital! 
personnel, praising them for good service, calling atten- 
tion to inadequate or inefficient service, with suggestion: 
as to methods for improvement. 

3. By conferences of the entire hospital staff, or 
groups of the staff, to bring to their attention ne 
methods or new suggestions, or to give them the under- 
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lying scientific basis of procedures, or to discuss actual 
problems of the hospital, or to have the staff bring up 
concrete problems. 

Recruiting for the Profession 

Most lay people who get into the hospital profes- 
sion, drift into it. They learn it by a not too specific 
kind of apprenticeship. Now that the profession itself 
is becoming self-conscious and stimulating the training 
of its personnel, and by the action of the hospital asso- 

iation itself this training is proposed for the superin- 
tendent himself or herself, there is need definitely for a 
nlan of recruiting young men and women into the pro- 
fession. But, obviously before this can be intelligently 
done, universities and other schools for training hospital 
administrators must outline definite courses of study. 
There is immediate need in the hospital profession for 
definite courses of study on an undergraduate basis 
leading to a Bachelor’s degree in hospital administra- 
tion with a major (1) in the executive side of hospital 
administration, (2) in the business management of hos- 
pitals, (3) in nursing education. The possibilities of 
such courses are indicated in the current announcement 
of the College of Hospital Administration of Marquette 
University. 

There is a further need. Many young doctors and 
nurses might find greater satisfaction in using their 
medieal and nursing training in the administration of 
hospitals than in rendering the direct services them- 
For the voung M. D. the problem is simple. 
The University courses are available to him, and with 
his preliminary training, such as it is, the post-graduate 
studies could be occupied largely with the problems of 
By means of a special curri- 


selves. 


hospital administration. 
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culum, the nurse with training from an accredited 
school could at least be admitted to Junior standing in 
the University, and specialize in any one of the fields of 
hospital administration or technical work in which she 
is interested. By definitely setting up these courses of 
study, the administrators in the hospital field nave a 
very fine opportunity for guiding people who should be 
directed into this new field. Or in the sisterhoods, or 
definitely setting up an educational program for the 
entire order, so that an adequate number of people will 
be coming along who can administer hospitals and who 
can render the necessary technical services in hospitals. 
Conclusion 

The College of Hospital Administration is organ- 
ized at Marquette to help the entire hospital field. It 
is an institution to render service to existing hospital 
administrators, and to train the future administrators 
of hospitals. 
without the adequate cooperation and stimulation of the 


It cannot render an adequate service 
hospital field. So, while we have created the machin- 
ery, the machinery will not go unless you help. You 
can help: first, by knowing definitely what is being 
offered at the College of Hospital Administration and 
by giving us the benefit of any better suggestions that 
come to you; second, by furnishing us copies of any 
bulletins or annual reports you get out, and sending us 
any copy of plans of new hospitals or additions to old 
hospitals to serve as material for study by our students ; 
third, by coming yourselves or sending a younger sister 
in your community, either to the short courses to be 
given next year, or to the summer courses next summer, 


or the vear courses at any time. 


Trained Hospital Personnel’ 


Mother Concordia, St. Mary’s Infirmary, St. Louis, Mo. 


This subject is a very large one and there is much 
behind it, including as it does many classes of persons 
and many varieties of work. In the brief time allotted 
me I shall deal principally with the trained sister per- 
sonnel and I shall try to give a brief outline of training, 
which, not only could be easily carried out with the 
sisters, but is followed, to a large extent, with the mem- 
hers of our own order. 

A crucial point has been reached in the hospital 
conditions of today. Some of the more advanced hos- 
pital authorities in the secular institutions are doing all 
in their power to keep up to the requirements of modern 
science. If we sisters expect to hold our place in the 
hospital world, we must bend all our energies toward 
the attaining of this goal. We do not want to be back- 
ward in this respect. The nursing sister has gained too 
strong a hold on the hearts of the sick in the many 
decades of years for us to lose our hold now. By a little 
effort, and it is effort at times I acknowledge, we not 
only can remain where we have been, but we can go for- 
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ward. The world in general will realize that it cannot 
do without the sister nurse. 

The training school curriculum is based as nearly 
as possible upon the requirements of the state in which 


The 


novices, who are deficient in the preliminary studies, as 


the hospital is located. students, presumably 
the high school branches, are instructed in these before 
they enter the nurses’ training. The course of training 
is three years including lecture, class and practical 
work. The teaching is entrusted to the older and more 
experienced sisters who take charge of the branch in 
which they have had special training. The doctors 
help in the lecture field and in an advisory way. After 
the sister has finished her course she takes the State 
Board Examination and becomes a Registered Nurse. 
Technical Training Necessary 

Up to this time the training of the sister has been 
general. She has had an opportunity to learn some- 
thing of every phase of nursing and has been given prac- 
tical experience in the various departments of the hos- 
pital. Now that she has graduated and become Regis- 


tered, she receives her technical training. Modern 














science is making more and greater demands upon us 
and much is being done in a scientific way in the matter 
of investigation and tests of various kinds as an aid in 
the diagnosis and treatment of disease. In order that 
the ‘sisters may cope with the requirements and may 
maintain the standards of modern medical science, 
those who have given the matter serious thought have 
concluded that the technical training of the sister is 
necessary. By this we mean that after a sister has had 
her fundamental training in nursing and has shown 
aptitude for one special phase of the work, she receives 
more training in that branch and devotes all her time 
to preparation, excepting her religious duties only, so 
that she may become proficient in her work. The fol- 
lowing are the departments in which the sisters receive 
special training: pharmacy; laboratory work with all 
its various divisions, especially bacteriology, chemistry, 
histology, serology, the examination of secretions and 
excretions and of the blood; x-ray; dietetics; record 
work including indexing and cross-indexing of case his- 
tories and the follow-up system. In this way the sis- 
ters are taught to hold responsible positions and when 
it is necessary to fill a vacancy in any of the branch hos- 
pitals, there are always some on whom we may call. 
Opportunities in the Out-Patient Department 
Adjacent to the hospital proper is the out-patient 
department or dispensary where the patients who can 
not afford the services of a private physician are treated. 
All the various services are maintained here, the mem- 
bers of the staff devoting their time to them. The 
patients come for treatment and those needing hospitali- 
zation are referred there by the social worker. Those 
who are able, pay a nominal sum for treatment and 
medicine but no one is refused for lack of funds. This 
department affords, to my mind, a splendid opportunity 
to the student sisters who have reached their second or 
third vear of training. An older sister is in charge 
and it is our ambition, in fact we carry out the plan now 
as far as possible, to give the different sisters a certain 
length of time in practical work in the dispensary. It 
broadens their minds and enables them to meet with 
cases and methods of treatment which they will prob- 
ably not meet in their ward experience in the hospital. 
The rapid advance in the branches of medical 
science brought about by deep study and research has 
made it encumbent upon the sister who wishes to have 
her work up to the high standard of the present day, to 
engage in deeper and more intense study than was 
necessary in former times. The participation in lec- 
tures is an excellent means to fit her for the various 
phases of her work. These lectures naturally bring 
about discussions and the sisters should be encouraged 
to take part so that they may give their ideas to their 
fellow-workers and receive others in return. This at- 
tendance at lectures and the presentation of papers by 
the sisters themselves tend to a very particular and 
the sisters tend to a very particular and scientific train- 
ing instead of a general, indefinite knowledge of nursing 
formerly found among the nursing sisters. 
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University Affiliation 

The plan for the technical training of sisters which 
has been placed before you thus far is one which we 
have carried out in the past in our hospital work. The 
future is opening a new field to us and will enable us 
to broaden our scope of work. The three hospitals in 
St. Louis belonging to our community have lately been 
placed under university control to form a university 
hospital group. This arrangement will influence om 
plans for the development of the sister personnel for 
these hospitals in a very radical way, for according t 
the terms of this agreement, “The instruction in the 
fundamental branches in the School for Nurses will be 
given, stipervised and controlled by the University.” 

The University has agreed: (a) “To supply 
teaching staff from the University faculty for instruc- 
tion in the fundamental and clinical subjects; (b) to 
grant a certificate to each pupil upon the satisfactory 
completion of the course of instruction; (c) to grant 
scholarships to the Sisters of St. Mary in those courses 
in the University usually open to the sisters.” On the 
other hand, the hospital has agreed “to designate a 
superintendent of nurses and such administrative and 
instructional assistants as are deemed necessary.” 

While the full operation of our agreement with the 
St. Louis University has not as yet been effected in the 
matter of the nurses’ instruction, we are still looking 
towards that end. Since many of the sisters must first 
of all take their high school courses, steps have already 
been taken to supply the deficiencies in their preliminary 
requirements. Then as time goes on, we hope to place 
our training school upon a college basis, so that it may 
form the first unit of the projected college for nurses. 
According to the plan the fundamental medical subjects 
will all be taught in the University buildings by instruc- 
tional officials of the St. Louis University School of 
Medicine, and opportunities will be given the sisters 
for the fullest development in the various laboratory) 
and clinical specialties. It is especially significant that 
it is the Mother Hospital which is so advantageously 
placed, as this arrangement will give us the facilities for 
supplying our other hospitals with trained workers. Th 
full realization of these ideals may still take two o1 
three years, but with steady progress being made each 
vear, we confidently hope that we have done much for 
the progress of nurses’ education by our incorporatio1 
with St. Louis University. 

The sister in her technical training needs the firm 
foundation of her general course in nursing. The 
sister in her religious life needs the firm foundation o 
her religious training obtained in the early years of he 
convent life—the days of her novitiate, when the youn: 
novice should and must forget for the time being tha 
she is to become a nurse, giving her entire attention tc 
her chief purpose, that of becoming a true religious 
above all and before all. Thence will certainly follow 
that soundness of judgment, that firmness of purpose 
betokening the succesful member of the Trained Hos- 
pital Personnel. 








Character in the Hospital’ 


Edward L. Keyes, M.D., New York City, N. Y. 


“Thus, above all, to thine own self be true.” Such 
the essence of personal character and such the evi- 
nee of character in our institutions. “Go ye ever so 
untily down the path, the sun sets soon, and at the 
id of life, the crowds will draw back a little and our 
What 


The eve—will its glance 


st steps, like our first, we shall take alone. 
cture shall we then present? 
straight or will it shift or will it be clouded or merely 
il? Will it look up to God or down upon the last few 
ls of life?” 


e of our organisms. 


The life of our organizations is like the 
Who can but that the 
aracter of our hospitals is developed from the char- 


doubt 


ter of those who sustain them ? 
A Home, Not a Boarding House 

The first characteristic of a hospital must be that 
shall live and for that life must be given not only the 
lives of all you good Sisters who are indeed devoted to 
your hospitals, but also in the first sense, the lives of all 
those who assist you in your work. The hospital in a 
real sense must be a home, not a boarding-house, as so 
many hospitals have been in the past—a_ business 
organization where a physician shall send his patients 
largely for the profit he obtains from them. It must be 
a home for the Sisters, for the patient, a scientific home 
for the physician as well. Indeed, one might almost 
say that the Reverend Mother is the mother of the home, 
and the very irreverent doctor is the father. It is he 
who has all the faults of a father. He is out making 
money too much and not attending to his scientific 
home. But the great difficulty and the great defect in 
the character of the hospital is just like the difficulties 
and defects in the characters of all homes, derived not 

from the mothers, but from the fathers. 

The Hospital and the Physician 

The problems that you are to consider this after- 
noon justify one’s idea of a hospital organization re- 
flecting the character of the hospital, reflecting as you 
will note the character of the doctors who are in the 
hospital. The question, therefore, of character is of in- 
terest to the physicians in the hospital. The problem 
that presents itself is essentially this. You cannot take 
octors and make them attracted by a hospital, any more 


than you can make a man attracted by his home unless 
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his wife does something to make his home attractive. 
The side of the sisters in the care of the hospital as 
far as its effectiveness is concerned is not only the care 
of the sick which I know in your hearts is your prime 
incentive—not only the running of food in the dumb 
waiter and the care of the furnace, etc., but also the 
problem of making the hospital a home for the physi- 
I think that all the conflicts that arise between 


hospital management and physician are conflicts be- 


cian. 


tween the housekeeping point of view and the scientific 
point of view. There is no reason for them to conflict. 
There is 


server of the home and the man is the evolutionist. 


The woman is the con- 
The 


man is the one who is going out seeking new scientific 


a conflict, however. 


himself and his 
Each 


The physician must give to the 


truths with which he will embellish 
These 


must give to the other. 


home. two have got to live together. 
hospital not only the care of the sick but the care of the 
organization. The Reverend Mother must give to the 
hospital not only the care of the household duties but 
also the scientific interests in the scientific work that is 
going on in the hospital. Such, indeed, is the reason 
for the existence of the American Medical Association, 
American Hospital Association, Catholic Hospital Asso- 
ciation, American College of Surgeons, for the purposes 
of helping you to understand the problems, helping you 
in the organization work over and above the ordinary 
daily routine, helping you in some way to educate your- 


self. 


work of organization of science in the care of the sick. 


We must all educate ourselves for this combined 


I shall not pretend to discuss the five problems that 
are set here today, I shall merely enumerate them: 

1. Unity and 
the hospital. 


strength of authority throughout 


2. Genuine, sincere, honest and fearless staff con- 
ferences attended by members of all departments. 

3. Complete, carefully kept and accessible records. 

1, The obligation of secrecy in regard to private 
facts pertaining to patient’s history, and record. How 
secured ? , 
and decisiveness in the 


5.’ Fairness, clearness, 


exercise of hospital control—economical, scientific, 


ethical and religious. 
These are the problems that you will hear discussed 


this afternoon. 


Discussion of Doctor Keyes’ Paper’ 
Irvin Abell, M.D., Louisville, Ky. 


I beg your indulgence if I digress somewhat from 
ie particular topics which are listed under this title, 
Character in the Hospital,” particularly so, as I have 


een tremendously impressed by the program of the 


‘Paper read at the Tenth Annual meeting of the Catholic 
Hospital Association at Spring Bank, Okauchee, Wis., June 22nd 
© 27th, 1925. 


morning. In Louisville University, we have for the past 
two or three years considered the establishment of just 
such a school as was outlined by Major Fitzpatrick. I 
am particularly proud and I am sure each member is 
proud that the Catholic Hospital Association is to take 


the lead in this particular work. If the time ever were 
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that a doctor was self-sufficient in the practice 
of medicine, that time has long since passed. If the 
hospital were, that time, too, has long since passed. 
The complexities and activities in caring for the sick 
and the injured both by the medical profession and the 
hospitals have become so great that it requires 
special education in order to meet these conditions. 
In years gone by art had the upper hand in the practice 
of medicine. In these days science has been so well 
developed that it requires particular education to meet 
the demands.of science. To be efficient in any scientific 
pursuit means not only mental training but highly 
differentiated knowledge. That is particularly true 
when we come to medicine and nursing—not only a good 
foundation, a good primary and secondary course, but 
a highly differentiated knowledge of a scientific char- 
acter is needed. 
A Great Need Supplied 

We should be forever grateful to Father Moulinier 
fror establishing at Marquette University a College of 
Hospital Administration which will give the members 
of the Association an opportunity of perfecting them- 
selves so that they may become leaders such as our num- 
bers and activities warrant. Father Garesché remarked 
in speaking of the International Catholic Guild of 
Nurses the limited number of Catholic nurses who had 
attained prominence particularly when we consider that 
there are over 45,000 Catholic nurses in the land. The 
reason for that is a lack of higher education. If the super- 
intendents of training schools and the superiors of hos- 
pitals could in the course of the two or three years 
select those whose education will permit higher training 
and whose general achievement and character and atten- 
tiveness are such as to make the superintendents be- 
lieve that they may become leaders, and if they 
would encourage those so selected to take this higher 
training, it would be but a matter of a few years 
when the young nurses would occupy the places 
of leadership to which their number entitle them. 
Younger sisters should also prepare themselves for these 
courses and for the particular course at Marquette Uni- 
versity. To me it is one of the most important things 
that could happen in the Catholic hospitals of this 
country, and certainly an opportunity is given to them 
by means of this educational advantage. 
Unity of Authority 

We must now come to the practical points which 
we are to discuss this afternoon—unity and strength of 
authority throughout the hospital. A great deal has 
been said regarding university affiliation. There 
are only eighty medical colleges in this country so it is 
impossible for many of us to enjoy the privileges which 
are to be obtained from such affiliation. Where that is 
possible, by all means have it. Unity of control in a 
teaching institution is comparatively easy. There is a 
discipline over the members of the staff and doctors 
need discipline. They have been accustomed to doing 
what they want to do at a time when they want to do it 
and in a way that they want. We shall have to train 
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them to do differently in a teaching institution in whic), 
every member of the staff is under university control. 
The Catholic hospitals as a rule have a definite problem 
confronting them. They have not the disciplinarian 
control in the hospital nor methods of enforcing it 
Yet, if they are all willing to cooperate then it become: 
comparatively easy. 
An Executive Committee 
The method we have found effective was to have an 


executive committee composed of members of the staff 
and the hospital authorities. The executive committe: 
particularly deals with the policy of the hospital. Ii 
you can work through your executive committee you can 
exert almost any power you wish upon any individual 
member of that staff, and it is better than taking up the 
matter in person with him. At least that has been our 
experience. The committee should be selected from the 
members of your staff and that staff should be composed 
of members upon whom you can rely and upon whose 
ability you can depend, and of whose integrity you feel 
assured. Working through them, unity in Catholic 
hospitals should not be difficult of attainment. Jt ; 
an entirely different problem in a lay hospital, and unity 


is something that is extremely difficult to attain. 
Staff Conferences 

Secondly, your staff conferences. Our president 
yesterday stated, “tell me who your superior is, tell me 
who your staff is, tell me who your personnel is, and I 
will tell you what type of hospital yours is, whether it 
is mediocre, progressive, or eminent.” Now that is true 
of your staff and Doctor Weiss in speaking to you said 
that Sisters as a rule are not good judges of the mem- 
bers of their staffs. They do not always know the 
ability of the doctors and nurses. You can take a less 
able man, if he is honest, and train him. But if he is 
of a dishonest character at heart, there is nothing you 
ean do with him. It is a practical problem. How is 
the superior of the hospital to know the character of 
the man? Here again should come your executive com- 
mittee. It is my belief no man should be appointed a 
member of a staff of a Catholic hospital until he is 
unanimously accepted by the executive committee. The 
men who work with him will know whether he does 
illicit practice of any kind and your staff members will 
know of his ability. Surely you can check up on his 
abilitv through his histories, pathological findings, and 
operating room records. Every one makes mistakes 
and there is no standardization of human intelligence. 
This is a God-given thing. Standardization means that 
a member of the staff of that hospital is to give th 
patients in that hospital what is regarded as a minimum 
degree of professional ability and treatment. I think 
your staff members will know best those who are doing 
proper work, and your records will show it. 

Now the inquiry was made yesterday as to what 
you can do to improve the character of your records. 
There are two things—first, to bring before each and 
every staff meeting every record in which the tentative 
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diagnosis does not agree with the final diagnosis. Let 
that whole record be presented to the staff, read by the 
etaff, discussed by the staff, naturally in a friendly 
But if the final diagnosis does not agree with 
is lacking, 


manner. 
the first, find out what point in the record 
what point in the history-taking is lacking, what 
examination that not 
made, Now there are not many men who want them- 
selves shown up as being not only inefficient, but care- 


should have been made was 


less in the examination of their patients and the records 
they make of these examinations. Secondly, have your 
staff officials select certain members of your staff to 
make a study of certain cases, of certain groups of cases 
in your and to suggestions. For 
instance, take out the records of about one hundred 
cases of breast tumor and analyze these one hundred 


hospitals make 


cases, and have the result presented at the next meeting. 
This will determine whether the records are complete or 
not, particularly if your staff president will ask for an 
outline or a schedule of the history. If the doctor can- 
not give this, he will ultimately begin to write better 
histories and unless he has been trained he cannot do it. 

It is a difficult matter to teach old 
The young man of today has been 


He must learn it. 
dogs new tricks. 
taught history writing as he has spent two years, his 
junior and senior years, in writing histories. So that 
if you take a young man, you will get good histories— 
that is his sole duty. “He must take the patient’s his- 
tory and make the physical examination. With the old 
doctor, the record of the patient often tells nothing in 
so far as real scientific knowledge is concerned. 


High Class Intern Service 
In the third place, let me digress here again to 
answer from my own viewpoint one of the questions 
which Father read this morning—in regard to interns. 
If you make the service in your hospital one that 


promises help, promises learning, you will get your in- 
In the Louisville City Hospital we have twenty- 


terns. 
four interns and we usually have about fifty applicants 
from all over the country. We are now organizing a 
service for the interns with the idea of making a further 
postgraduate teaching course for them. If you will do 
that, if you will have your staff take up the matter and 
make the 


interns. 


service worth while wil! get 


intern 
The intern of today is to be your staff member 


you 
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of tomorrow. Why not train him so that you may have 


your histories correct? He will do these things which 
accepted knowledge and experience have taught us are 
essential. They have come as a result of years of ex- 
perience and demonstrate beyond the question of a 
doubt that the doctors must give the best service and 
after all that is what we desire. 
The Obligation of Secrecy 
Fourthly, the obligation I hope that 


of secrecy. 
we will have some discussion on that because I myself 


would be particularly interested in knowing how the 


other hospitals take care of it. If anything is to appear 
in the history or record of the patient that is only for 
the superior to know, that had best not be known 
publicly, a separate record of that is made. The record 
of the patient is marked, “See Exhibit A.” That record 
shows matters which should be kept secret and is kept 
on file in the safe in the office so that any individual 
looking over the record will merely see a reference to 


“Exhibit A.” 


hospital would give them access to it, 


Unless the historian or superior of the 
and this access 
would not be given only for very definite reasons, they 
would not have access to it. 
A Just and Decisive Policy 

Fifthly, fairness, clearness, and decisiveness in the 
exercise of hospital control. In so far as your staff is 
concerned we should always be true. There can only be 
one thing that is right. It cannot be right in two ways. 
If a doctor, a member of vour staff, is not willing to 
submit to the rules and regulations which have been 
established for the benefit of the patient, then he is not 
a member that you want on your staff. It seem 
There 


wavering and the doctor who is not fair to his patient 


may 
that that is an arbitrary ruling. can be no 
cannot be a credit to the institution and the sooner that 
individual is let go the better it will be for that institu- 
tion. The promotion of staff conferences is the only 
thing that offers the Catholic hospital a solution of 
many of its problems, the working out of its policies 
through your executive committee, through your record 
committees concerning the work of the individual mem- 
bers of that staff, the standardization of technique, and 
studies of various conditions that occur in the hospital. 
Joint meetings at times with the head nurse, with the 
operating room nurse is the way to get cooperation and 


unity of control throughout your hospital. 








General Report of the Activities of the Standing Committees of the 
Catholic Hospital Association, 1924—1925 


Reverend Napoleon J. Gilbert, Milwaukee, Wis., Acting General Chairman 


HE committee work of the Catholic Hos- 

pital Association of the United States and 

Canada was inaugurated by resolution at the 1923 

conferences under the general chairmanship of 
the Reverend P. J. Mahan, S. J., regent of the Loyola 
University School of Medicine and Acting Vice-Presi- 
dent of the Catholic Hospital Association. 

The original outline called for a system of twenty- 
eight standing committees whose purpose was to organize 
a thorough and country-wide investigation of all phases 
of scientific, technical and spiritual work in the hospital. 
These committees included groups of laboratory tech- 
nicians, operating room supervisors, anaesthetists, x-ray 
technicians, dietitians, metabolism technicians, obstetri- 
cians, pediatricians, hospital social service workers, super- 
intendents of training schools, record keepers, chaplains. 
pharmacists, kitchen supervisors, executive and adminis- 
trative officers and floor supervisors. 

Committees were also appointed on hospital account- 
ing, hospital purchasing, retreats for nurses, nurses’ cen- 
sus, nurses’ guilds, nurses’ sodalities, workers in foreign 
missions, statistics on vocations, telephone service, infor- 
mation and office, the general education of hospital 
sisters, and constitution and by-laws. 

More than half of these committees functioned from 
the beginning with a satisfactory degree of efficiency: 
some started their activities later and remained periodi- 
cally inactive. The committees on kitchen supervisors, 
telephone service, information and office desk are yet 
waiting for chairmen to be appointed. 

There has been sufficient interest manifested to date 
in all the functioning committees. The respective chair- 
men and committee members of each group have prepared 
an extensive questionnaire calling for detailed technical 
information from the various departments of the hospital. 
These questionnaires were elaborated very cautiously by 
the chairman and committee members, after due consul- 
tations with doctor-specialists, expert technicians and 
executives in that particular department, phase of work 
or technique. The questionnaires have been circulated in 
some five hundred and fifty hospitals in the United States 
and Canada. The replies have been accurately tabulated 
with the practical result that a vast amount of useful in- 
formation has been secured which will guide the Associa- 
tion in the adjustment of the desired standards in the 
activities or technique of that special department in the 
hospital. 

Sixteen committees, I believe, reported their activ- 
ities and findings to the 1924 conferences of the Catholic 
Hospital Association; nine of these committees made re- 
ports from tabulated questionnaires. At that time 
answered questionnaires had been received by the com- 
mittee chairmen, as follows: 


REBT REE pen ae ee a 91 
OD EN TOON CROMIEET . ccccndcvcsccccccvecsecceceene 69 
ccc oss cheno RAN ERR SORE SAGNRREENRERe DEE de ES eReeeEe 159 
OT RAP OO ee eee rene 77 
TT (xt. otha aun 6 ales celieenia ead oe sleedamaldiriedniaadk aan 112 
tn tbh aekeehoeeeennw heed eneeed sense becbadacdbenaeaeeee 18 
I te iit nde atin abe eeebuaikdenwhwd be C6Ri eens enka 191 
ee i Pi, i: oss scp bkeseee vaneeaaneuneeees 84 
EE  tidiucicnddeehee ners neekeemndenneee stab eaweeeedienn eke 102 


Father Mahan, general chairman of committees, 
stated at last year’s convention that the success percen- 
tage was about twenty-five per cent. He directed that the 
committee work be carried on intensively to bring about 
a more complete and comprehensive response for this con- 
ference. Accordingly a record was made in the central 
office of the Association of every hospital member’s re- 
sponse to the various questionnaires, and on October 4th, 
1924, there were sent to the Mother Superior of each in- 
stitution copies of the committee questions which had not 
been returned, with a request that these be answered and 
returned by October 25th. 
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Reports of the committee chairmen showed on 
November 1st the following response to this set of ques- 
tionneires: 


ERNE ES Oe pee er cele ea a eee OL a ER Ee net aN, Te 159 
ED GU POOR COMI ccc cccnncocccoccsseseseeus 112 
PE <chee. casidsdeeheentedssdtencenkeehenbensoewe nen seenas 124 
ED i cl 6 ak candin ARNE SPRANG ee ieeeleee ee amie anew ae 147 
Radiology ........ ulicaladiene dada eedaues'eatakaatesaaeeeses 136 
EEL EE a Ser ee ee ay a UP enn iene ee ee GE 116 
DEE  Lcpcendedcsdpbetdunkeahessbetédessecdatenen+anckeuseeseees 136 
ED eit eee ea cieuehaleehakhneneentdaweuheeet 139 
Se Se GD SI co eve wesscncstnnsceschssdoceenceves 130 


Again on April 27th, last, the central office of the 
Association made another canvass directed to the heads 
of the various departments concerned. 

The questionnaires remaining unanswered on June 
Ist, are as follows: 


I hii etn elena ed cid behSeeker babes eeaanwbaawkn eee 312 
PL  cdcawc cdc Gh hdeRitnene ibrar ken dawaeownedeeeceuuan — 
SIE ciesnnis dina Diab dadabeinnhuiternkameaerenehaakeeshaekneee 261 
DE Kibcheeuo eel bikin medio oie eel che en nbetaheeadaneeabedael 299 
lanes ae ail ee ek ale Be ei ee ee ee ee 248 
DED Cicdsideracecdedsenduesss. «essucebhubeteheessecdsas eed 284 
DD vnhion hits ieee nCheendd Cereb eeseekackseeeudedemedae 296 
 §£ OF fT es Sere ee: 293 
PE dulntatusdndetcsedsnnnen c40arsineKbinbineenedsed akin 283 


Lastly, I call your attention to the official figures of 
the returned questionnaires as copied on June Ist, last, 
from our checking lists: 


SEE ee ee a ee a ee 238 
I avira Gi cathe do lake een aidid wie ak we alasarae acabenies wack aca 235 
ES ESA eS Ae eee A. APR ee 289 
I saccnusio'a lll arahane dh sclidmiaen odio. itn ania oul 6nd eek aeime eae 251 
ERASE eran a een Ga hr Pee ROR ep Gey © 302 
PD cnicskmhandeuaddahdienwalgnend teeth tdkaveneeisenccawee 266 
Dt :Givaddiththcheidee tebe sent cba atdksockwabenneneuanwtie 254 
SPE TOU UERD GU TOTOIIIET 6 ooo vcccnécccesccccecececcvececese 257 





SNE occ cdkbentncendenieeneesssabiswseencetedeisccesnsces 267 

The percentage of success has been increased to 42 
44, 46 and 48 per cent and even 52 per cent as for the 
report on Radiology. This is due largely to the emphasis 
which the Reverend President and Father Mahan placed 
on the committee work in addressing the Sisters at the 
conferences last year. 

To make this summary complete, I must further state 
that there were nine series of questionnaires circulated 
on three different dates: namely, October 4th, 1924; 
February 25th, 1925, and April 27th, 1925. The same 
questionnaires were sent out three times. They were 
directed to five hundred and fifty hospitals: 483 were 
sent to hospitals in the United States; 67 were sent to 
hospitals in Canada. One hundred and fifteen hospitals 
in the United States and eleven in Canada have answered 
all the questionnaires. One hundred and seventy-five 
hospitals, 153 in the United States and 22 in Canada, 
have not answered any of the questionnaires. 

Why should there be so many questionnaires un- 
answered and unreturned? Some are from the larger 
hospitals in the United States and Canada whose rendered 
information would be most valuable to the Association in 
its momentous work for hospital standardization. Again 
why? Is it indifference, forgetfulness, oversight, wilful 
neglect, need of comprehensive appreciation or lack of 
cooperation among Mothers Superior, technicians and 
heads of departments in the hospital ? 

Some hospitals—a few—fear that the given informa- 
tion may be published or individually quoted, and the 
deficiencies and shortcomings of their hospital depart- 
ments exposed and publicly criticized. This has never 
been done and never will be. The replies to the question 
naires are considered confidential by the Association and 
the committee chairmen and members. The Association’s 
sole purpose is to bring about from all hospital sources ot 
the United States and Canada an interchange of ideas. 
suggestions and viewpoints on the ways and means of 
assuring in all the departments of the hospital, the best 
possible service to the patient. 

I shall recall Father Mahan’s forceful words to you 
at last year’s conference: “The object of these com- 























mittees is the object of life as a whole—to accomplish per- 
fection of service. They are not in a position to render 
melusions or principles; they are merely bringing to 
yu an immense amount of data, which is outstanding for 
+s emphasis on the varied degree of service given for a 
pecifie purpose. 
“As a matter of fact, we know that for the same end 
the same degree of service should be recognized every- 
here. Acting on this principle and the information 
athered from the questionnaires, we can go to those who 
re rendering the lowest degree of service, talk it over 
ith them and determine the minimum requirement. In 
similar way we can check up on any waste of energy 
there may be among those giving a much higher degree 
f service.” 

Now, Reverend Father President, Reverend Fathers, 
Sisters, Nurses, Doctors, Ladies and Gentlemen: I 
feel unhesitatingly confident that you will cast a willing 
ond cheerful vote in favor of the functional upkeep of 
the standing committees of the Catholic Hospital Asso- 
ation. 

We are all pledged or vowed to perfection of service 
for the patient. The patient is the most interesting per- 
yn in the hospital. He is the beginning and the end, the 
inique raison-d’etre of its existence. 

This convention must make sure that every commit- 
ee be made fit to carry on the research throughout the 
‘oming year. Acting-chairmen must be appointed to the 
‘ommittees who have not yet functioned; new chairmen 
given to other committees whose chairmen for grave and 
just reasons have resigned during the year. Eight or ten 
committee members must be wisely chosen to cooperate 
at all times with their respective chairmen. I humbly 
beg to suggest that the chairmen and committee members 
be selected with geographical consideration, so that the 
near and remote sections of the United States and Canada 
have official representatives in the Association. 

The information gathered will then be general and 
country-wide. It will furnish the best material for 
standards and recommendations of the Association in 
various phases of hospital work. 

Three new committees have been outlined to cover 
completely the hospital! field work, namely, the committee 
on Hospital Library, with Sister M. Rose of St. Benedict’s 
College, St. Joseph, Minnesota, as chairman; the com- 
mittee on Religious Virtues and Practice of Christian 
Perfection, with Sister Amadeus of St. John’s Hospital, 
Cleveland, Ohio, as chairman: the committee on Hospital 
Research and Autopsies, with Dr. Edward Miloslavich, 
Pathologist, Milwaukee, Wisconsin, as chairman. These 
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committee chairmen must be presented with member co- 


workers. With these necessary additions and some few 
changes in personnel, the standing committees as origin- 
ally organized will continue their research activities 
among hospital people. 

Let me respectfully and earnestly request the Mothers 
Superior, Sisters-technicians, and executives in the many 
departments of the hospital to cooperate unceasingly with 
a clear vision of mind and an unquestionable good-will 
with all the activities of the committees. We must not 
quit short of one hundred per cent efficiency in function- 
ing. I believe that the importance of the committee work 
is now being stressed at the District and State Confer- 
ences of the Catholic Hospital Association. The personal 
appeal naturally brings greater results than correspond- 
ence. 

During the past year, the Catholic Hospital Associa- 
tion has received several communications from expert 
sources indicating an encouraging interest in the work 
of the standing committees. Dr. Edward W. Rowe, 
President of the American Registry of Radiological Tech- 
nicians, wrote of Sister Liberia’s last report that he found 
it especially interesting since it was the only definite and 
tangible report of its kind that he had seen. As a result 
of its presentation before a meeting of the Radiological 
Society of North America in Kansas City in December, 
the board appointed Dr. Edward S. Blaine of Chicago to 
represent their organization in conferring with the Cath- 
olic Hospital Association on further details of its 
activities. 

We have also a letter from the Joint Administrative 
Board of Columbia University and the Presbyterian Hos- 
pital of New York, inquiring whether any of our commit- 
tee reports are available for their use, evidently in con- 
nection with the work on their great new Medical Center. 

Before concluding, I take a keen pleasure in express- 
ing the Association’s grateful congratulations to the 
chairmen and members of the various committees who 
have sacrificingly labored for the success of the accom- 
plishments and achievements of the past year’s committee 
work. 

My thanks and appreciation will go further to the 
Mothers General, Mothers Superior, executives and tech- 
nicians who have responded generously and promptly to 
the questionnaires received and offered other valuable in- 
formation called for by the committees. 

IT must also voice your sentiments of appreciation of 
Father Mahan’s expert leadership. Father Mahan is the 
living soul that will unmistakably guide the committee 
personnel on the toilsome road to brilliant success. 
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Report of Committee on Chaplains 
Reverend John P. Boland, Buffalo, N. Y., Chairman 


For several years, in over thirty archdioceses and 
dioceses of the United States and Canada, it has been the 
im of Diocesan Hospital Directors to link up their local 
istitutions with the great Catholic hospital movement of 
vhich this meeting is the tenth annual expression. At 
1e behest of their Ordinaries, they have assumed, as 
lelegates, the supervision of the hospital work done in 
heir separate portions of the Church in North America. 
Their efforts have been successful; at least to the extent 
cf warranting their renewed fervor and enthusiasm. They 
have inspired, heartened and encouraged the men and 
women, doctors and nuns, to whom the actual burden of 
planning, building and maintaining hospitals was and is 
a daily, chosen one. 

It is quite patent that the aim of Diocesan Directors 
is at one with that of hospital chaplains. As a matter of 
fact, the resident chaplain is better able to meet the many 
problems that call for sacerdotal solution, being closer to 
them and more aware of their import. For this reason, 


Coat a eo 








the work of the clergy division of your association has, 
in recent times, been centered upon methods and ways 
whereby the eight hundred hospital chaplains of the 
United States and Canada may be induced to make help- 
ful and marked contributions to the national movement. 
Over six hundred of these are named in the Official Cath- 
olic Directory, which makes mention only of chaplains 
to private Catholic hospitals. Several hundred more are 
exercising their office in public or in private non-sec- 
tarian institutions. In many instances there are, in addi- 
tion to the regularly appointed chaplain, officially named 
chaplains for foreign-language patients. The custom of 
placing a priest in charge of the spiritual wants of Cath- 
olics in lay hospitals is spreading rapidly. To them we 
owe the startling news that thousands, whose religious 
affiliation in the census is not given at all or is given as 
Protestant, are actually or dormantly Catholic. 

Their aid in extending Catholic Hospital Association 
ideals is essential, if ever our work is to reach the point 
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of perfection that we call universal application. To that 
end, your president has named the following committee 
on chaplains: Reverend F. D. Sullivan, New Orleans, 


Louisiana; Reverend Joseph Higgins, Colorado Springs, 
Colorado; Reverend Constant Klein, Grand Island, Ne- 
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braska; Reverend Frederick Lynch, Evanston, Illinois; 
Reverend J. M. Nickels, Hammond, Indiana; Reverend 
Charles Von Weldon, Oshkosh, Wisconsin; Reverend Wil- 
liam P. Whelan, Omaha, Nebraska; and Reverend John P. 
Boland, Buffalo, New York, chairman. 


Report of Committee on Dispensary and Hospital Social Service 


Miss Beatrice McEvoy, Cleveland, Ohio, Chairman 


Questionnaires sent out, 550; sending dates, October 
4, 1924; February 25, 1925, and April 27, 1925; returns, 
257; no dispensary nor social service, 137—127 in United 
States and 10 in Canada; both dispensary and social 
service, 17; dispensary only, 14; not interested, 89. 


DISPENSARY REPORT 

Thirty hospitals with dispensaries are general hos- 
pitals and one is a private hospital. Seventeen hospitals 
having both dispensaries and social service departments 
are general hospitals. The dispensary is under the same 
management as the hospital in all cases but two, one of 
which is under the control of the Red Cross (Canada) and 
one under the management of the Visiting-Nurse Associa- 
tion. The bed capacity of the hospitals having a dispen- 
sary is from 55 to 600. The bed capacity of the hospitals 
having both dispensary and social service departments 
ranges from 100 to 600. 

Type of Dispensary Work 

Thirty-one do (all) general surgery. 

Thirty-one do general medicine. 

Thirty-one do gynecological work. 

Thirty-one do obstetrical work. 

Thirty-one do pediatrical work. 

Thirty-one do rhinolaryngolical work. 

Thirty do ocular work. 

Thirty do orthopedic work. 

Twenty-nine do genito-urinary work. 

Twenty-eight do dermatological work. 

Nineteen do dental work. 

Seventeen do neuro-psychiatric work. 

Five have pre-natal and post-natal clinics. 

Two have venereal clinics. 

Two have asthma-cardiac clinics. 

Four hold clinics for students from the School of 
Medicine. 

Eleven hospitals are conducting clinics and holding 
classes in connection with all the departments excepting 
pre-natal and post-natal, venereal and asthma-cardiac 
work. 

One holds pre-natal and post-natal clinics for stu- 
dents from the School of Medicine. 

Two hospitals hold dermatological clinics only. 

One conducts clinics in asthma-cardiac, venereal, pre- 
natal and post-natal work. 

Nine hold no clinics in connection with the dispensary. 

Two hold surgical clinics only. 

One has a dispensary open day and night. 

Twenty-seven hospitals admit pay, part-pay and free 
patients in their dispensaries. 

Two hospitals admit pay-patients only. 

Two hospitals did not reply to this question. 

Attendance 

Eight—245 patients daily. 

Two thousand—19,000 patients yearly—both new pa- 
tients and revisits. 

Support 

One dispensary supported by Red Cross. 

One dispensary supported by the Visiting-Nurse As- 
sociation. 

Eleven accept patients referred by industries—Wel- 
fare Association, Insurance Companies—and receive a 
per capita compensation (42%). 

Fifteen will not accept any industrial patients. 

Three are supported by donations. 

Three are supported by the Community Chest. 

Eleven are supported by the general fund of the 
hospital. 

Two are receiving city appropriations. 

Two are receiving county aid. 

One is supported by the provincial government 
(Canada). The patients are not rated in any of the dis- 
pensaries. The admission fee in the majority of the dis- 
pensaries is 25 cents with an additional fee of 10 cents 
for each revisit. 


Nineteen dispensaries have doctors as chief execu- 
tives. 

One dispensary has a sister in charge. 

Eleven did not answer this question. 

The executives receive no compensation. 

Four hospitals have university affiliation. 

Six dispensaries admit patients referred by physicians 
for diagnosis only. 

Twenty-one dispensaries do not render this service. 

Four did not answer this question. 

Five dispensaries have physicians employed full time. 

Twenty-six have physicians giving part-time volun- 
tary service—l hour a day three times a week; members 
of the staff must give 3 months a year to dispensary work. 

Twenty-two dispensaries are performing laboratory 
work in the hospitals. 

Eight dispensaries are not doing laboratory work. 

One hospital did not answer this question. 

Twenty-seven dispensaries are having x-ray work 
done in the hospital. 

Four hospitals are not equipped with x-ray depart- 
ments. 

Personnel 

Eight—43 members including doctors, 
sisters. 

Eleven hospitals stated that their dispensary staffs 
were auxiliary staffs of the hospital. 

Seven hospitals replied that the dispensary staff was 
the regular medical and surgical staff of the hospital. 

One hospital declared that the dispensary was in 
charge of the interns. 

Eleven hospitals did not reply to this question. 

Fifteen hospitals replied that members of their regu- 
lar staffs attended the dispensary clinics. 

Six hospitals reported that members of their staff 
did not attend clinics. 

Nine hospitals did not reply to this question. 


SOCIAL SERVICE REPORT 


Seventeen hospitals have social service departments. 
One hundred thirty-seven hospitals have not social 
service department. 


nurses and 


Personnel 

Six hospitals employ three social workers. 

Five hospitals employ two social workers. 

Six hospitals employ one social worker. 

One hospital employs one social worker and uses ten 
volunteers. 

One hospital has its social work performed by workers 
from the local Associated Charities. 

One hospital co-operates with the County Welfare 
Organization. 

Five hospitals are using trained social workers as 
directors of their social service work. 

Five hospitals do not employ nurses as social workers. 
Eleven hospitals employ nurses as social workers. 
Training 

Nine hospitals are not training students in their 
social service department. 

Two hospitals without social service departments are 
having nurses trained in social service work. 

Three hospitals are training nurses in their social 
service department. 

Eleven hospitals employ trained social workers. 

Three hospitals employ untrained social workers. 

Four hospitals did not reply to this question. 

Seven hospitals employ volunteers. The social workers 
have an educational background ranging from grammar 
school to college graduates. They are: student nurses, 
graduate nurses, sisters and charitable ladies about the 
city. 
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Five hospitals reported volunteers were given social 
service duties to perform. 

Six hospitals responded they were not given these 
duties to perform. 

Five hospitals did not answer this question. The 
amount of training given social service workers consists 
of lectures and some occasional experience in hospital 
wards or outside experience in connection with their class 
work. The length of training varies from six months to 
three years. 

Connection With Hospital 

Twelve social service directors are responsible to hos- 
pital superintendents. 

Five social service departments have advisory com- 
mittees. 

Twelve social service departments function in the 
hospital as well as in the dispensary and under the same 
directors. 

Financial Support 

Two social service departments are financed by vari- 
ous charitable organizations. 

One social service department is financed by the com- 
munity chest. 

One social service department is financed by Ladies’ 
Auxiliary. 

Records and Follow-ups 

Six social service departments are using slight service 
records, intensive records in chronological form, and sum- 
mary type of records. 

Seven social service departments are using chrono- 
logical forms and summary types of records. 

Two social service departments are doing slight 
service only. 

One social service department is using summary type 
of record. 

Six social service departments are doing medical fol- 
low-up by home visits and correspondence. 

One social service department does medical follow-up 
by letters only. 

Five social service departments do medical follow-up 
by home visiting only. 

Eight social service departments did not define meth- 
ods used. 

Two social service departments are filing medical rec- 
ords and social service records together. 

Nine social service departments file medical records 
and social service records in separate files. 

Twelve social service departments are using confiden- 
tial exchange or social service clearing-house on social 
service cases only. 

Seven social service departments are using the con- 
fidential exchange or social service clearing-house on dis- 
pensary and social service cases. 
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Three departments are not using these agencies. 

Three social service departments are making all 
financial investigations for the hospital and dispensary. 

Four social service departments make financial in- 
vestigations when social service is indicated for both the 
hospital and dispensary. 

Three departments do not make financial investiga- 
tions. ‘ 

Procedure 

Eight departments refer cases to family case working 
agencies, serving in an advisory capacity interpreting the 
need from a medical viewpoint. 

Two departments do not refer cases to family case 
working agencies. 

Three departments arrange for all free and part-pay 

Ss. 

Four departments do not arrange for beds. 

Two departments arrange for free beds only. 

Three departments arrange for free beds when pa- 
tients are being handled as social service cases. 

Admission Routine 

Eleven departments have patients referred from nu- 
merous sources, namely, sisters in charge of wards, doc- 
tors in charge of clinics, office executives, and outside wel- 
fare agencies, municipal and county commissioner of 
charities. 

One department did not reply to this question. Pa- 
tients or families are brought to the attention of the social 
service department by volunteer publicity in the news- 
papers and announcements in churches. 

Four departments are engaged in admitting patients 
to dispensary and hospital, also determining the financial 
status of patients and what they should pay. 

Two departments are engaged in admitting patients 
to dispensary only and determining the financial status, 
but do not decide the amount to be paid if hospital care 
is indicated. 

Four departments determine the financial status of 
the patients and the amount to be paid to the hospital. 

Five hospitals did not reply to this question. 


Nine social service directors consider administrative 
work a wise distribution of time. 


Most Important Function of Medical-Social Service 


Eleven departments believe the most important func- 
tion of es social service is the field of preventive 
medicine. inancial investigations were also considered 
by this number as necessary and should come under the 
control of the social service department. It is a corporal 
work of mercy—advertised in the hospital. 

One department felt the interpreting of the doctors 
to the patients in their homes, and the interpreting of the 
patients back to the doctors, the most important function 
of medical social service. 


Report of Committee on Obstetrics 
Sister Mary Alice, St. Joseph’s Hospital, St. Paul, Minn., Chairman 


Five hundred twenty hospitals received obstetrical 
questionnaires. Two hundred eighty-three hospitals 
answered. Of this number 30 reported they had no ob- 
stetrical department. Two hundred thirty-seven hospitals 
did not reply. 

1. Average number of obstetrical patients per month: 
Hospitals having up to 100 beds 16— 20 
Hospitals having up to 200 beds 
Hospitals having up to 400 beds 
A few hospitals 

Location of delivery room: 

Majority on same floor with nursery and patients. 

Equipment in delivery room: 

Majority report a complete equipment, a few enu- 
merated the articles as delivery bed, sterile table, 
sterilizers, nitrous oxide, baby bed, table for anaes- 
thetic, etc. 

Instruments used in normal delivery: 

Forceps, scissors, catheters, stethoscope, etc. 

Abnormal delivery: 

Perineorrhaphy instrument, high and low forceps, 


etc. 

Utensils used: : 
Two pitchers, six basins, including resuscitation 
basins. 


6. Standard solution: 
Majority use lysol or bichloride. 
7. Number of attendants in the delivery room: 

Two, three, four in majority of hospitals. An in- 
tern present in 12 hospitals. All hospitals report 
a graduate nurse present. 

Placenta weighed and cord measured as routine: 
45 hospitals weigh placenta and measure cord. 

Views on presence of relative in the delivery room: 
One hundred fifty-four hospitals allow no visitors 
in the delivery room; fifty-six hospitals allow the 
husband or mother if requested by the doctor or 
insisted upon by the relatives. 

In the nursery: 
One hundred eighty-eight hospitals do not permit 
relatives or visitors in the nursery; nineteen hos- 
pitals allow visitors; seven hospitals demonstrate 
infants’ baths to mothers. 

Routine treatment of cord: 
Seventy-two hospitals use alcohol dressing; ninety- 
two hospitals use dry dressing with boric acid 
powder. A small number use iodine and argyrol. 

System of identifying babies: 
Forty-nine hospitals use Deknatel beads; nine hos- 
pitals use foot-prints of the baby and thumb-prints 
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of mother; fifty-three hospitals use adhesive bands 
on wrist or leg with name and room number of 
mother, also marking cribs; five hospitals have no 
nursery and babies are placed in mothers’ rooms. 

Number of Cesarean cases per year: Majority, 2-3; 

a few, 7-8. 
One hospital reported 5-10 deliveries per month 
and 10-20 Cesareans per year; one hospital re 
ported 55 deliveries per month and 12 Cesareans 
per year; one hospital reported 30 deliveries per 
month and 20 Cesareans per year. 

Number of deaths following delivery of mother per 

year: 
One to ten deliveries per month, deaths per year, 
0-2; 25-50 deliveries per month, deaths per year, 
1-4-5; one hospital averaged 30 deliveries, deaths 
per year, 10; one hospital averaged 25-30 deliveries, 
deaths per year, 8-12. 

Number of new-born deaths per year: 

Eighteen to 45 new-borns per month, deaths per 
year, 7-8-12; 45-60 new-borns per month, deaths 
per year, 14-16-19; 60-120 new-borns per month, 
deaths per year, 6-41; one hospital averaged 30 
new-borns per month, deaths per year, 19. 

Causes of infant deaths: 

Syphilis, 4; placenta previa, 1; cerebral hem- 
orrhage, 17; still born, 60; premature, 84; heart 
failure, 2; monstrosities, 1; toxemia, 3; malforma- 
tion asphyxia, 12; atelectasis, 6; injuries, 3; spinal 
bifida, 4; dystocia, 1; pneumonia, 3; breech pre- 
sentations, 1; convulsions, 1; prolapsed cord, 2; 
cause unknown, 107. 

Number of cases cared for by student nurses: 
Average, 3-5; two hospitals, 15-20; 23 hospitals 
have no students (graduate nurses are employed). 

Student nurses placed on special duty with obstetri- 

cal patients: 
Forty hospitals give students special duty; 51 hos- 
pitals do not. 

Views on rectal examination made by nurse: 
Nineteen hospitals allow student nurse to make 
rectal examination under the supervision of an 
intern or a graduate nurse; 120 hospitals disap- 
prove of this examination. 

Period of training previous to entering the delivery 

room: 
One hundred seventy-five hospitals give their stu- 
dents in the senior year 6-8 weeks training in de- 
livery room following the operating room training; 
usually the student has had obstetrical floor duty. 

Nursery: 

One hundred seventy-five hospitals give their stu- 
dents training for a period of from 4 to 8 weeks 
in their intermediate or senior year. 

Routine examination of patients on admittance: 
Fifteen hospitals give a complete routine exami- 


nation, including: Wassermann in suspected cases, 


blood pressure, vaginal or rectal examination, fetal 
heart, pelvic measurements, vaginal smears, 
urinalysis as well as a complete physical examina- 
tion; 32 hospitals make a rectal examination by 
intern; 25 hospitals only stated that the examina- 
tion was made by the obstetrician or physician. 

Preparation of patients before delivery: 
One hundred thirty hospitals give enema, shaving 
and preparing the part, applying sterile pads and 
a binder. 

(a) Care of breasts and nipples—normal: 
Majority of hospitals—breasts are cleansed with 
green soap and water followed by 1/5000 bichloride 
boric acid solution for nipple before and after 
nursing. 

(b) Fissured nipple and engorged breast: 
In the majority of hospitals the following treat- 
ment for fissured nipples is given: (a) bismuth and 
castor oil treatment; (b) silver nitrate; (c) tinc- 
ture of benzoin; (d) lead nipple shield, etc.; en- 
gorged breast: Ice bags, cathartics, fluids re- 
stricted, tight binders, massage in a few cases. 


Care of the perineum: 
(a) External douche of lysol, some use cotton 
pledgets and the application of sterile pads and a 
binder; (b) average number of dressings is six 
daily or every 3 or 4 hours. Some stated p. r. n.; 
(c) 80 use a perineal tray; two use a cart; one 
hospital has a tray equipped in each room. 

Daily care of the obstetrical patient: 
Baths, care of the perineum and breasts. 

Diet: 
Liquid or soft until the third day followed by light 
or general; exceptions made in some cases. 

Cathartics: 
Seventy-five per cent follow the doctor’s order for 
the first cathartic; twenty-five per cent give a 
cathartic, usually castor oil on the third day and 
an enema p. r. n. 

Accommodation for septic cases: 
Seventy-six hospitals transfer these cases to medi- 
cal floor; 46 hospitals isolate them; no definite re- 
port from others. 

Special training of supervisor: 
Eighty-nine hospitals give their supervisors special 
training of from 4 to 6 months; one hospital re- 
ported training of one year for its supervisor. 

Number of years’ experience as supervisor: 
Majority report 2 to 5 years. Two supervisors 
have had 10 to 20 years; five supervisors have had 
15 to 25 years. 

Special duty of student nurses: 
Few hospitals reported that student nurses are 
placed on special duty in their senior year. 


Report of Committee on Pediatrics 


Sister Mary Therese, Misericordia Hopital, Chicago, Ill., Chairman 


The aim of the Committee on Pediatrics is to help 
in training others to build up the child so that he may be 
physically capable of meeting the ills of life. To do this 
successfully, we have found that skilled training is neces- 
sary. We must have nurses who have had special work 
with babies, either during their training or as a post-grad- 
uate course. I have seen nurses who are splendid with 
grown-ups but who are absolutely helpless when they are 
asked to take care of a baby. Therefore, all those who 
intend to care for babies should first equip themselves by 
special study. No one can impart what she does not know, 
nor should she be expected to; unless a supervisor has had 
a course in pediatrics she cannot eificiently teach it to 
others. 

Looking over the list of hospital replies that have 
been returned in response to our questionnaire, the fact 
that struck me most forcibly is that we give so little 
sunlight to our babies. Sunlight is the cheapest as well 
as the most wonderful thing in the world and I think 
that when God made the sun, He must have had in mind 
the babies, for, if we except food, nothing is more bene- 
ficial to them. Then why not let them have it? Do you 
know that out of three hundred hospitals, only eight 
pediatric departments have a south exposure? Every- 


body loves a baby; let us show this love by making a 
little sacrifice and change the arrangement of our floors, 
if necessary, to let the little ones play in the sunlight. 
Expense is always a big item in a hospital, yet in 
some things hospitals are unnecessarily extravagant. 
Take for example, the observation or isolation ward in 
many of our hospitals. How many have an observation 
or isolation ward in the children’s department? And if 
they have, how many are using them? Only three out oi 
three hundred hospitals isolate for an adequate period 
of time. Now isolation is not a fad or a fancy, it is a 
practical fact. If into a ward of say ten children a new 
baby comes who within the first five or ten days develops 
scarlet fever or measles, what a chaos it causes—to say 
nothing of anxiety and expense. The baby has to have a 
private room and a nurse and all exposed babies have t 
be isolated. If these, in turn, show symptoms of the dis 
ease, they too, have to have another room and anothe: 
nurse. If, when your baby first came to the hospital, it 
had been put into your observation or isolation depart- 
ment, all this might have been avoided. This fact is 
deeply impressed on my mind for when we first opened 
Misericordia Hospital, we did not see the necessity of 
isolation, although the department was there. When the 
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department was in operation for a short time, a case of 
measles developed and we were quarantined for three 
months. Needless to say we have used our isolation de- 
partment ever since. 

- We find that only sixteen hospitals out of three hun- 
dred make a vaginal smear on the admission of gir] babies. 
If no other factor were to speak in favor of vaginal 
mears on admission except the satisfaction of knowing 
that the babies are free from gonorrhea, it would more 
han repay the small amount of work required to get the 
nformation. 

Another fact of which we do not wholly get the sig- 
nificance is the value of breast feeding. All of our hos- 
pitals are very careless on this point, due, I think, to the 
ack of thought on the part of the obstetrician. If the 
nother has a cold or does not care to nurse her baby, the 
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doctor will humor her and without further thought write 
an order to put the baby on the bottle. Now, if the doctor 
were checked up on this and asked why he was weaning 
the baby, after a few experiences, he would think before 
he did it and eventually discontinue this practice. All 
who are working with babies, owe it to them to see that 
they are breast fed because breast milk is a vital neces- 
sity for which there is no substitute, and mortality among 
breast fed babies is between three and four times less 
than among babies who are artificially fed. Besides, the 
deprivation of breast milk lays the foundation for defects 
which are discovered later in life. I think if mothers 
realized how much it means to the future welfare of the 
baby, we should have no trouble in procuring breast milk. 
Breast feeding is the birthright of every child and it is 
no one’s privilege to deny it to them. 


Report of Committee on Schools of Nursing 


Sister Helen Jarrell, St. Bernard’s Hospital, Chicago, Ill, Chairman 


Report of Past Activities: 

The committee under the supervision of the chairman, 
ister Mary Berenice, St. Joseph’s Hospital, Milwaukee, 
Visconsin, during the year 1924 collected record forms and 
irricula from a large number of our schools of nursing in 
ur Catholic hospitals, and she requested each directress of 

nurses to prepare and forward a list of textbooks used in 
her school. When all the data were secured and carefully 
tabulated, they revealed a great lack of uniformity in 
curricula, textbooks and records in our schools of nursing. 
A meeting was called during the Catholic Hospital 
Convention and our Chairman of the Committee on Com- 
mittees, Reverend P. J. Mahan, S. J., was present. The 
question of adopting uniform curricula was discussed. The 
objection to this was that the requirements for accredited 
schools in each state and province were not the same and 
under the advisement of Reverend P. J. Mahan, S. J., it 
was decided to make a further survey of our schools of 
nursing in regard to curricula, records and textbooks, also 
to secure data from the state and provincial departments 
of education. It was also decided to hold another meeting 


of the committees during the Catholic Hospital Convention 
this year to deliberate on the findings of this year’s survey. 


Sister Mary Bernice resigned and Sister Helen Jarrell was 
elected to take her place as chairman. 
Present Report: 

For the year 1925, a questionnaire was sent to each 
state and provincial department of education asking for 
requirements for accredited schools of nursing, for a set of 
record blanks and a list of the textbooks which they 
thought to be best and worthy of being recommended. 
They were also asked whether they approved of the stand- 
ard curriculum prepared by the Committee on Education of 
the National League of Nursing Education. 

The data on theory and practice secured from each 
state and province were compared with the standard cur- 
riculum, with the following results: 

Five states required the same number of hours and 
the remainder of the states and provinces required fewer 
than the standard curriculum. 

The only state requiring a special set of records was 
New York, but all states and provinces required a record 
equally as detailed as that prepared by the Committee on 
Nursing in the state of New York. 

Each state and province heard from approved of the 
standard curriculum. 

A further survey of the Catholic Schools of Nursing 
in the United States and Canada pertaining to curricula, 
record blanks, and textbooks revealed the great existing 
necessity for uniform curricula and record systems. 

We received replies to our inquiries from over five 
hundred Catholic Schools of Nursing. Of this number, 
twenty per cent of the schools were using part of the Bell 
records, forty per cent were using records planned by the 
hospital executives (these records being fairly complete) 
and of the remaining forty per cent, the records were in- 
complete and some of them were composed of an applica- 
tion blank, health certificate and record of daily attend- 
ance. Little, if any attention was paid to a detailed record 
of theory and practice, demonstration, etc. 

The following list of textbooks was completed after the 
lists from each state and provincial department of educa- 
tion were added to the lists secured from the schools of 
nursing and the book selected for each subject on the list 


was the one used in the largest number of Departments 
of Education and Schools of Nursing. 

Owing to central Schools of Nursing coming into exist- 
ence and Schools of Nursing coming under University 
supervision, it was thought wise to defer publishing an 
accepted list of textbooks until further deliberation by this 
Committee. 

We learned through the committee appointed to plan 
a program of standardization for Schools of Nursing that 
they would not adopt a curriculum requiring more than 
what the standard one now in existence requires. From 
time to time, parts of it may be revised by the National 
League of Nursing Education and such revisions will be 
published each month in the American Journal of Nursing. 

The above committee will require a decidedly detailed 
record system and at present they are studying the Bell 
System and records prepared by the Committee on Nurs- 
ing in New York State, in view of adopting either system, 
to be recommended to Schools of Nursing. 

The Report for 1925 reveals the following facts: 

That the standard curriculum can be used by all 
Schools of Nursing in the United States and Canada as it 
does not conflict with the requirements for the accrediting 
of schools of nursing; but on the contrary, assures for the 
school a favorable rating in theory and practice of nursing 
for standardization. 

The large percentage of our Schools of Nursing not 
having detailed curricula shows the great necessity for 
adopting a uniform standard curriculum and a detailed 
set of records. , 

It was most encouraging to the committee to find that 
the directress of each School of Nursing heard from, was 
most anxious to have a standard curriculum and a detailed 
record system and she realized the necessity for such if 
our schools are to be at the head of the list when standard- 
ization is complete. 

Program of the Committee for the Coming Year: 

After a detailed record system has been adopted, we 
shall prepare and send to each School of Nursing a sample 
copy of each record blank filled out in detail, as we learned 
from almost every directress of nurses that she found 
the more detailed records difficult to keep. 

A request will be sent by the committee to the Com- 
mittee on Nursing in New York for a more detailed expla- 
nation of their system of filling in the blanks recently pub- 
lished by them. 

Further deliberation on textbooks and University 
affiliations will be taken up this year. 

I wish to thank the following Committee members for 
their able asistance and advice during the past year: 


Sister M. Berenice, St. Joseph's Hospital, Milwaukee, Wis- 
consin: Sister Stella, St. Mary's Hospital, Duluth, Minnesota; 
Sister M. Alfreda, Mt. Carmel Hospital, Columbus, Ohio; Sister 
Athanasia, St. Mary's Hospital, Kansas City, Missouri; Sister M. 
Giles, St. Joseph's Hospital, Kansas City, Missouri; Sister M. 
Ursula, St. John’s Hospital, Cleveland, Ohio; Sister Stephanie, 
St. Mary's Hospital, Milwaukee, Wisconsin; Sister St. Patricia, 
St. Mary's Hospital, Toronto, Canada; Sister M. Thomasina, Mercy 
Ilospital, Chicago, Illinois; Sister Jerome, St. Joseph's Hospital, 
St. Paul, Minnesota; Sister M. Leonissa, St. Elizabeth's Hospital, 
Lafayette, Indiana: Miss May Kennedy, Chicago State Hospital, 
Chicago, Illinois; Sister Irmina, St. Joseph's Hospital, Hancock, 
Michigan: Sister Praexedes, St. Mary's Hospital, Madison, Wis- 
consin; Sister Mary Martina, New Castle Hospital, New Castle, 
Pennsylvania: Sister Rodriguez, Georgetown University Hospital, 
Washington, D. C.; Sister Mary Gervase, Mercy Hospital, Hamil- 
ton, Ohio; Sister Mary Anne, St. Catharine’s Hospital, Kenosha, 
Wisconsin; Sister Bernadette, Marquette University Hospital, Mil- 
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waukee, Wisconsin; Sister St. Ignatius, St. Mary’s Hospital, Min- 


neapolis, Minnesota. 
List of Textbooks 

Anatomy and Physiology, Kimber & Gray, Bundy. 

Bacteriology, Roberts, McIsaac. 

Hygiene and Sanitation, McIsaac, Price. 

Chemistry, Ottenberg, Asher. 

Nutrition and Cookery, Pattee, Proudfit. 

Bandaging, Eliason, White. 

History of Nursing, Goodnow, Dock & Stewart. 

Pathology and Urinalysis, Marquardt, Roberts. 

Nursing Medical Diseases, Emerson, Maxwell & Pope. 

Nursing Surgical Diseases, Parker & Breckenridge, Keller & 
Colp. 
Piet in Disease, Friedenwald & Rurah, Pattee. 
Materia Medica, Blumgarten, Foote. 
Elements in Psychology, Porter, Higgins. 
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Nursing Communicable Diseases, Paul, Farr. 
Nursing Infants and Children, McCombs, Helt. 
Massage, Mitchell, Ostrom. 
Principles of Ethics, Aikens, Robb. 
Gynecological Nursing, McFarlane, Young. 
Orthopedics, Berry, Thorndike. 
Operating Room Technique, Robb, 
Obstetrics, DeLee, VanBlarcom. 
Nursing Diseases of Eye, Ear, Nose and Throat, 
Ayer's. 
Nervous and Mental, Bailey, Mills. 
Drugs and Solutions, Smith, Stimson. 
Nursing Principles, Maxwell & Pope, 
Emergency and First Aid, Eliason. 
Public Health, Gardner. 
Professional Problems, Parsons. 
Dictionary, Dorland, Gould. 


Smith. 


Manhattan 


Aikens. 


Report on Executives and Administrative Officers 
Sister M. Eugenia, O. S. D., R. N., Mary Immaculate Hospital, Jamaica, Long Island, N. Y., Chairman. 


N. B. 1. It might be of interest to state that in order to 
formulate this questionnaire, five hundred letters were sent to 
the hospital superintendents, requesting them to send questions 
which they considered difficult to solve. 

The questionnaire was then forwarded to five hundred and 
twelve hospitals. The returns were most gratifying—two hundred 
and eighty-eight or about sixty per cent. 

The ideas expressed in this report 
of opinion of the sister superintendents 
determined from the answers submitted in 
tionnaires. 

x. 3 


the consensus 
as could be 
the ques- 


represent 
as nearly 
reply to 
2. 
Questionnaires—responded to 
Questionnaires—not responded 
Questionnaires—not interested 
Questionnaires—not long enough in 
Questionnaires—do not speak English 
Questionnaires—we have only tubercular hospital 
Total questionnaires sent out 
Some of the questions submitted by the operating room super- 
visors have been submitted by the superintendents as well. 


REPORT OF THE SUPERINTENDENT 
A. Help 

1. Is your help provided with full maintenance? 

2. Do you have help who lives outside? 

3. Which plan do you consider more satisfactory ? 

The superintendents seem to overwhelmingly favor the 
full maintenance plan for both smal] and large hospitals. 

4. How do you secure your male orderlies? 

5. What plan would you suggest for securing a more 
satisfactory class of men as orderlies? 

Suggestions hopelessly vary and run all the way from 
advertising to praying to St. Joseph. 

6. Do you employ any skilled help (i. e., plumber, 
painter, carpenter, etc.) ? 

7. Do you see any economy in such a plan? 

Nearly all the hospitals, both large and small, recog- 
nize economy in the plan of having skilled labor perma- 
nently employed. 

8. What suggestions can you make in regard to the 
lack of sufficient as well as efficient help as heads of the 
various departments in a Sisters’ hospital ? 

Nearly all suggestions as to the solution of this diffi- 
culty, point to the necessity of training Sisters to become 
heads of the departments. 

9. Why should the hospital superintendent have full 
authority centered around her for the operation of the hos- 
pital? 

Practically all the Superintendents agree that Super- 
intendents should have full authority as being the only 
means of securing unity and efficiency in the hospital. 

B. Centralization 

1. Do the Catholic hospitals in your locality have any 
system of central purchasing? 

2. Could not a great saving be effected by such a 
plan? 

The Central Purchasing Plan has not found many sup- 
porters as yet, but in most instances, it has never been 
tried. 

3. According to what plan should surgical dressing 
rooms be located in the hospital? 

The consensus of opinion is, that there should be at 
least one surgical dressing room on each floor, and that 
some care should be exercised in locating it conveniently. 

4. Do you have a central linen room? 

5. Has it proved practical? 

Very few of our hospitals ‘have central linen rooms, 
but those that have adopted the plan have found it most 
practical. 

6. What control have you of the requisitions sent you 
from the various departments, if any? 


Two plans most generally suggested for this contro! 
are: 

1. Having a Sister in charge of the distributing de- 
partment. 

2. Leaving it to the Sisters in charge of the various 
departments. 

7. Do you favor a central sterilization room? If you 
have such, what results have you had? Which depart- 
ments in your hospital receive the greatest benefit from 
this method of sterilization? 

The vote in favor of the central sterilization room as 
being an asset to every department is practically unani- 
mous. 

8. Which is better for sterilizing rubber goods, the 
Auto-Clave fifteen pounds pressure for twenty minutes, or 
twenty pounds pressure for twenty minutes? 

The majority consider fifteen pounds pressure for 
twenty minutes as sufficient. 

9. Do you favor the renovation of gauze? 10. Have 
you the assurance that it is a saving to the institution? 
11. Have you adopted the renovation of gauze at your 
hospital. 12. Have you proof that it is economy to do so? 
13. What quality of gauze do you use? 14. How large a 
personnel do you find necessary for this department? 15. 
How often can you put gauze through the renovation 
process ? 

The renovation of gauze is approved of in most in- 
stances and has been found to be distinctly economical. 
Where this process is to be adopted the best gauze should 
be secured; the personnel necessary for the work will vary 
according to the size of the hospital and the possibility of 
having the work done by the laundry or other departments 
in their spare moments. Four or five times seems to be 
the average estimate that the process may be employed. 

16. Do you think it is essential to install a Cardio- 
graphic Department? 

17. If you were building a new hospital, would you 
install same? 

18. Do you favor the installation of a Physiotherapy 
and Deeptherapy equipment, if you are contemplating a 
new hospital? 

Cardiographic, Physiotherapy, and Deeptherapy equip- 
ments are quite generally approved, especially for the 
larger hospitals and nearly all our superintendents agre : 
that they would not object to having a new building with 
these features included. 

C. Care of Floors 

1. Can you suggest a good method for cleaning 
linoleum floors? 

2. How many times should this method of cleaning 
be applied? 

The most popular way of caring for linoleum floors 
seems to be to either wax or varnish them about two or 
three times a year, and wash them with soap and water 
about twice a week. Every soap powder that was eve: 
invented has at least one Sister superintendent to stand 
sponsor for it. 

38. What do you consider a good cleaning agent for 
terrazzo floors? 

The consensus of opinion seems to advise cleaning 
terrazzo floors simply with water and some strong soap 
powder. 

D. Records 

1. Is the patient’s record property of the hospital? 

The hospitals practically unanimously claim the rec- 
ords as their property. It might be well, however, to 
examine the law in each particular state. 














2. Do you favor a new summary card each time the 
patient re-enters the hospital if the diagnosis differs on 
each admission ? 

The vote in favor of the new summary card is about 
two to one, both in the case of the large and small hospi- 
tals. 

3. Do the members of your staff derive any benefit 
from cross indexing of diseases? 

Almost all agree that cross indexing of diseases is 
beneficial to the staff. 

4. Are still births included in the mortality record? 

The vote in regard to still birth records is about 
evenly divided. 

5. Do you find it difficult to obtain autopsies? 

All admit the difficulty involved in this matter. 

6. What plan do you adopt to secure autopsies? 

7. What are the objections? 

8. How would you convince the relatives of a patient 
who had just died, that an autopsy was essential in order 
to find out the cause of death, which the doctor was unable 
to determine before the patient expired? 

9. What percentage of autopsies do you get at your 
hospital ? 

The best suggestion seems to be to leave it to the 
doctors, though many find that a diplomatic religious can 
be more successful. One argument suggested, which will 
have force in many cases, is urging the assistance the 
autopsy may prove to be to other patients, and to science 
in general. The average per cent secured seems to be 
about 25%. 

10. Under which department, surgical or 
should a cystoscopic examination be classed? 

11. Is there a distinct charge for such examination? 

The large majority classify it under the surgical de- 
partment, and favor a distinct charge for such an examina- 
tion. 

E. Visitors 

1. What are your regulations regarding visitors to 
ward patients? 

The common practice according to the answers to the 
questionnaires is about two kours in the afternoon and 
two hours in the evening every day. 

2. What are your regulations regarding visitors to 
private patients? 

In the case of private patients the afternoon and 
evening visiting hours are about the same as for the wards, 
but nearly all the hospitals admit an additional hour or 
two in the morning. 

3. What rules do you have concerning children visit- 
ing patients? ; 

In most cases no different rules are made for children 
accompanied by adults. Many, however, restrict them 
from the Maternity and Pediatric departments. 

4. Do you allow relatives and friends of patients to 
be present at operations? 5. Would you yield even if it 
was threatened to remove patient from the hospital? 

Practically all exclude relatives and friends from the 
operating room. Not a few mention the advisability of dis- 
pensing from the rule in desperate cases when the doctors 
are willing. ; 

6. Do you restrict visitors to a certain number? 

The smaller hospitals seem to be about equally divided 
on this question, and in the larger hospitals no restriction 
seems to be the rule except in more serious cases. 


F. Food 

1. Do you favor a central service kitchen? 

The vote in favor of a central service kitchen is about 
two to one both for small and large hospitals. } 

2. What is the best method for the transportation 
of prepared trays on floors where there being no available 
elevator, a dumb-waiter must be used? 

3. What has been your experience in this method? 

According to the answers received there seems to be 
no way to insure success of dumb-waiter service. 

4. Can the automatic food elevator be relied upon? 

The automatic food elevator has not yet proved itself 
sufficiently to obtain a favorable vote. p é J 

5. When trays are served from the main kitchen, is 
it part of the chef’s duty to assist at the serving of trays? 

By general opinion the chef seems to be exonerated 
from this duty. 

6. Have you any check-up whether the food reaches 
the patient hot? ; 

Most superintendents favor a check-up by the sister- 
supervisor on each floor. 


x-ray, 
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7. Has it come to your notice that patients are dis- 
satisfied with this service? 

The patients seem to be entirely satisfied with the 
food service according to our supervisors. 

8. How would you eliminate the complaints of a non- 
variety food service? 

By employing a dietitian and the use of menus. 

Do you favor having menus made up for one 
week?...two weeks?...one month? 

One week seems to be the most favored period, both 
for large and small hospitals. 

10. Do you think your chef would desire similar 
arrangements ? 

General opinon is that this arrangement would be 
acceptable to the chef. 

11. What method would you adopt to protect patient’s 
fruit and delicacies from being taken from the refrigera- 
tor? 

Mark each package and lock it up. 
gests a detective agency. 

12. Would it be helpful to have our Sister dietitians 
from the larger hospitals publish in “Hospital Progress” 
a practical menu form for two weeks including special diet 
menus ? 

This plan meets with almost unanimous approval. 

13. Do you employ a dietitian in your hospital? 

14. Have you a Sister dietitian connected with your 
hospital ? 

The larger hospitals favor a lay dietitian, the smaller 
ones prefer a Sister dietitian. 

15. Should a dietitian (lay person) be allowed to do 
the purchasing in a Sisters’ hospital? 

The Superintendents by a large vote disapproved of 
the lay dietitian doing the purchasing in a Sisters’ hospital. 

16. What should be her duties? 

In most cases no answer was given to this query. 
Those who were brave enough to answer admitted that she 
might instruct the student nurses and prepare the special 
diets. 

17. Have you introduced the cafeteria service for 


One Sister sug- 


18. Do you find it more convenient and economical ? 

Cafeteria service has not been introduced to any 
great extent, especially in our small hospitals. The larger 
hospitals that have tried it find it both convenient and 
economical. 

QUESTIONS CONCERNING MEDICAL SERVICE 
A. Staff 

1. Who in your opinion should have power of appoint- 
ing members to the staff? 

The method most approved seems to be the choice of 
the sister superintendent and the medical staff. 

2. What general qualifications should be required of 
physicians before election to the staff? 

The only definite answer is that the qualifications 
should be moral character, plus the requirements of the 
state or city and those demanded by the American College 
of Surgeons or the American Medical Association. 

3. What procedure would you take if you had an 
application of a competent doctor whom your staff was 
not willing to accept? 

Examine the reasons given by the staff and then use 
your own judgment. 

4. If at your hospital the doctors did not work in 
harmony with one another, which resulted in non-patroniz- 
ing the hospital by other members of the regular and 
courtesy staff, what action would you take? 

The smaller hospitals seem to offer no solution. The 
large hospitals agree that they would eliminate the unde- 
sirables and reorganize the staff. 

5. Do you favor monthly meetings for your mem- 
bers? 

Monthly meetings are unanimously favored. 

6. How in your opinion can they be made interesting? 

The best suggestions are: have a program commit- 
tee; discussion of cases; lunch. 

7. Would you consider the discussion of records, 
treatment of patients, hospital problems, a good topic for 
staff meetings? 

8. Do you think the doctors should be compelled to 
hold such discussions ? ; 

All favor these discussions and a large majority think 
they should be made compulsory. 

9. What procedure have you at your hospital for pre- 
paring matter for discussion? 
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Under this head the best suggestions are: monthly 
analysis of cases; program committee appointed by the 
president of the staff. 

10. Can you suggest any other topics which might be 
interesting besides the discussion of records, or deaths? 

New discoveries and new methods of treatment. 

11. Do you think that a 50-bed hospital can conduct 
staff meetings with the same interest as the larger ones? 

Both large and small hospitals answer “yes” to this 
query. 

12. In your opinion should it be compulsory that the 
doctor attend the regular monthly meetings? 

Nearly all feel that attendance should be demanded. 

13. Do you think it sufficient reason to omit the dis- 
cussion of cases, because there are but a few doctors? 

14. Would it not be too personal to have the discus- 
sion under these circumstances ? 

Both large and small hospitals vote unanimously in 
favor of discussion no matter how small the staff. 

i5. What assurance of success is there in the discus- 
sion of records? 

The popular opinion is that discussion insures an im- 
provement in the quality of the records. 

16. Do you approve of all orders pertaining to the 
patient being given in writing? 

Orders in writing are unanimously demanded. 

17. If the doctor refuses to live up to the rule, would 
you let your patient suffer by not carrying out his orders? 

Our superintendents of course agree that rather than 
let the patient suffer, they would carry out verbal orders, 
but many suggest that the nurse under her signature 
should record the orders as having been given verbally and 
many would not tolerate a doctor who persisted in this 
practice. 

18. How can the doctor be made to realize that he is 
responsible for the history to be written of his case? 

The best suggestion seems to be: keep after him, in- 
sisting kindly but firmly and refusing to accept incomplete 
records in the record room. 

19. In a hospital where there is no intern, how can 
you get the attending physician to write personal and 
physical records within 24 hours of admission of patient? 

A great many suggest the employment of a stenog- 


rapher to be at the call of the doctors for history and 


record work. 
20. Who, in your opinion, is responsible for the final 


diagnosis, the attending physician or the intern? 21. 
Should the discharge be written by the attending physician 
or the intern? 22. Can the intern be delegated to dis- 
charge a patient who has not been seen by the attending 
physician for several days? 

Practically without a dissenting vote the attending 
physician is held responsible for the final diagnosis and the 
writing of the discharge even in the case where the patient 
has not been seen by him for several days. 

23. Do you favor the admission of patients the day 
before operations, so that the technician can make the 
necessary tests, and the nurse properly prepare the patient 
for the operation? 

The admission of operative patients the day before is 
unanimously favored. 

24. What method would you apply if the doctor did 
not comply with this rule? 

Many would refuse the use of the operating room until 
the tests are made. 

25. What could technicians do to make the staff mem- 
bers more interested in blood chemistry ? 

Discuss it at staff meetings. 

26. Should a staff member be permitted to take an 
undergraduate from one hospital to another and to let him 
assist at a major operation? 

27. Who should assume the responsibility, the hos- 
pital or the attending physician? 

Such a practice is condemned by a large majority of 
our hospitals, and if a case does happen they feel that the 
attending physician is responsible. 

28. What attitude should a superintendent take to 
doctors who object having interns connected with the 
hospital ? 

In such a case our superintendents favor ignoring the 
doctor’s objections. 

29. Should staff members who are general practition- 
ers be considered specialists on a hospital staff? 

The almost unanimous answer is “no.” 
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30. How can your attending staff be made to take an 
interest in teaching the interns? The nurses? 

The most practical suggestion is to have a Committe; 
on Interns and a Committee on Nurses from among th« 
members of the medical staff. 

B. Interns 

1. How can we obtain interns for a small hospital! 
where the doctors are not willing to teach the interns? 

The best suggestion is to pay the interns an attractiv: 
salary. 

2. How soon after an intern enters the hospital, is h« 
deemed efficient to be first assistant to the surgeon? 

The consensus of opinion is that it depends on the in- 
tern’s ability. The time most generally suggested is abou’ 
three months. 

3. What salary should a full-time intern receive wit! 
maintenance ? 

From the larger hospitals the answers vary, princi 
pally between $25.00 and $50.00 a month. The smaller 
hospitals suggest $50.00 a month. 

4. What salary should a full-time intern receive with 
out maintenance? 

From the lack of answers to this question it is evident 
that this situation rarely occurs. Those answering sug- 
gest monthly salaries varying from $50.00 to $200.00 a 
month. 

5. Would you permit the intern to do a minor opera 
tion or take charge of emergency cases without the pres 
ence of the surgeon? 

Opinion on this matter seems to be about equally 
divided. 

6. If your intern were sent to the patient’s home to 
do dressings after the patient left the hospital, would you 
permit the intern to charge a fee? 

A very heavy vote is recorded against reimbursement 
for the intern. 

7. If you found the intern of your hospital making 
private calls, and the rules were to the contrary, what 
would you do? 

Nearly all answer, “Warn him and if he persists, dis 
miss him.” 

H. Nursing 

1. What is your opinion regarding applicants who 
are seventeen years of age? 

By an almost unanimous vote 18 years is accepted as 
the minimum age. 

2. Do you think a full high school course is necessary 
as a preliminary requirement for student nurses? 

The consensus of opinion is that a full high school 
course is not necessary, but is a great asset and much to 
be desired. 

3. How would you deal with applicants who have left 
another school for some good reason, regarding credits 
given for time svent in the former school? 

Most favor giving full credit for time spent in another 
training school. 

4. How can we overcome the shortage of nurses in a 
small town? 

5. How do you secure desirable applicants for you: 
training school? 

The best suggestions are as follows: Provide an 
attractive nurses’ home; have social activities for the stu- 
dents; advertise in Catholic periodicals; have graduate 
nurses give talks to the graduating classes of high schoo! 
and academies; see that your school is up to the standard. 

6. Should it be compulsory for non-Catholic nurses to 
attend morning prayers and religious conferences ? 

No. 

7. Should a nurse whose training is finished b 
allowed to leave the hospital before graduation? 

Yes. 

8. What plan would you suggest for economy in th 
management of a training.school? 

Very few suggestions are made in answer to this que: 
tion. The most practical seems to be to have a religious 
in charge of the training school. One superintendent 
wisely says, “The training school is the last place to econo- 
mize. A happy, contented school of student nurses reflec' 
their spirit in the halls and in their work, and creates a 
pleasant atmosphere which redounds to the credit of the 
hospital. Money spent on the training school is a goo: 
financial investment.” 

9. Should there be formed from among the sta‘T 
of doctors a training school committee? 

A training school committee wins by a large vote. 
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10. Do you approve sending pupil nurses out with the 
county or public health nurse for a period of two weeks 
or a month? 

11. Do you think that such experience is of value to 
the pupil nurse? 

This plan meets with almost unanimous approval. 

12. In your opinion should pupil nurses have a course 
in tuberculosis work during their period of training? 

Nearly all see the advantage of having such a course. 

13. Is there a curriculum of our Catholic hospital 
schools of nursing for the study of religion in its special 
epplication to the profession of nursing? 

14. How many lectures should be given each year? 

While there is no fixed curriculum for the study of 
religion all agree that lectures or conferences should be 
given frequently, i. e., about once a week. 

15. What can be done to promote better English in 
our schools of nursing? 

The best suggestions made are: accept only high 
school graduates; have classes in English, especially in 
reading; provide a good library. 

16. To what extent should hospitals care for sick 
nurses after graduation, provided they are not employed 
at the hospital? 

17. Should they be cared for free of charge? 

18.. Should special rates be given them? 

Practically all agree that special rates should be given 
the graduates. The discounts suggested run all the way 
from 10 per cent to 50 per cent. 

19. To what extent should the Alumnae assist toward 
hospital charges for its sick members? 

The best suggestion is that the Alumnae should have 
an endowed room or rooms according to the size of the 
organization. 

20. How should pupil nurses be cared for? 

The unanimous opinion is that pupil nurses should be 
cared for free of charge. 

21. From affiliated schools? 

Nearly all who have affiliates consider them as their 
own pupil nurses while they are in the institution. 

22. Suggest a method for securing the attendance of 
the Catholic student nurses at daily Mass. 

Have Mass at an hour convenient to the nurses as 
well as to the sisters; have singing at the Mass; have a 
sodality. 

23. In a locality where there are about ten small 
schools of nursing with an average of about fifteen pupils, 
what would be the best way of financing a traveling 
dietitian ? 

The only solution seems to be that each hospital pay 
one-tenth. 

24. How can a standard in dietetics be brought about 
in our hospital? 

The plan most approved is to have a dietitian. 

25. Should the social service history of the patient 
be filed with the bedside or clinical history? 

Between filing with the bedside history or with the 
clinical history, the latter is much more favored. Many, 
however, suggest that this social service history be filed 
separate from both. 

26. How does your social service worker take care of 
the families of compensation cases? 

Most of our smaller hospitals indicate that they have 
no social service worker. The method of handling com- 
pensation cases varies in different states according to the 
local laws. 

27. What ruling have you in your state to that 
effect? . 

Practically no information was given in answer to this 
question. 3 ; 

28. Should student nurses act as first assistant in a 
major operation if the doctor requests it? 

The vote of our superintendents does not favor such 
a practice. , 

29. How long an operating room service should a 
student nurse have? ‘ 

Three months is the most favored period, but a great 
many mention a four months’ service. 

30. Outline duties of operating room nurses, their 
responsibilities and their advancement in detail. 

THE SURGICAL TRAINING AS GIVEN TO STUDENT 
NURSES AT MERCY HOSPITAL, 
SAN DIEGO, CAL. 

The surgical force in this hospital consists of a super- 
vising nurse and assistant, both registered nurses (the 
latter is a Sister), and six student nurses. The student 
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nurse receives her surgical training in her senior year. 
When beginning the service she is first taught the care 
and folding of linen, how to make up the various kits for 
sterilizing; how to put on gloves and general routine work 
relative to the preparation of surgical supplies; the clean- 
ing and care of instruments and operating rooms. After 
this comes the handling of sterilizing apparatus and ster- 
ilizing of surgical material, drums and water. Once a 
week a routine drill is given of demonstrations of all work 
connected with the nurses’ work before and during opera- 
tions—preparation of room and table, draping of patient, 
handling of surgeon’s sterile gown and the putting on of 
sterile gloves, etc. With this ground work she is then 
permitted to act as circulating nurse in all the surgeries 
and for all cases, thereby acquiring through observation 
familiarity with the routine work during operations, is 
kept under careful supervision and, when possible, is given 
additional instructions in details. While acting as cir- 
culating nurse she keeps the sponge count, fills out charts, 
watches the patient’s pulse during the anaesthetic, sees to 
strapping of patient on table before operation and trans- 
fer from table after operation. 

Following this work she is permitted to handle instru- 
ments for minor cases, tonsillectomies and obstetrical! 
deliveries. 

From this she progresses to the handling of instru- 
ments for major surgical cases and occasionally acting as 
assistant at these cases. 

When the supervising nurse feels that the student is 
sufficiently proficient she is then given supervision of two 
surgeries for certain periods of time—the length of time 
necessarily varying with each individual nurse. At this 
time she is also taught the preparation and sterilization 
of catgut, iodoform gauze and other like material and the 
ordering of supplies as to quantity and quality. In giving 
this outline of training no mention has been made of time 
required for each class of work. We do not rigidly ad- 
here to a time schedule but regulate the time almost 
wholly by the ability of the individual nurse. The sur- 
gical service covers a period of six consecutive months. 
Strict discipline is maintained and absolute obedience to 
all orders is impressed upon the nurse. 

In this state (California) we have the “eight hour” 
day for student nurses. The state law permits forty-eight 
hours of work per week. This is arranged, insofar as pos- 
sible, in eight-hour shifts. No overtime is permissible. 
If more than eight hours work is done in twenty-four 
hours this time must be deducted from the next day’s work 
time. Two nurses remain on call on Sunday—when only 
emergency work is done—and two are on call at night. 
Any work done at this time is reckoned as part of the 
weekly forty-eight hours. 

31. Is it necessary for supervisors to scrub for all 
operations ? 

Almost unanimously “no.” 

32. Should student nurses be taught to catheterize 
male patients? If so, who should teach them? 

33. Should the nurse catheterize a male patient in 
extreme emergency ? 

This practice in ordinary cases is absolutely disap- 
proved in practically all our hospitals. In an emergency 
case nearly all admit that it must be allowed when no 
intern or orderly is available. 

34. Would you consider it proper that a nurse cathe- 
terize a male child of 10 to 12 years of age? 

The smaller hospitals seem to favor such a practice. 
In the case of the larger hospitals the vote is about evenly 
divided. An intern should however be called if one is 
available. 

35. Should student nurses be made to pay for break- 
age, such as, thermometers, syringes, etc.? 

Such compulsory payment is quite general. 

36. How can we procure practical work in mental 
cases for our student nurses? 

The only practical answer given is to affiliate with a 
mental hospital. 

87. Should a supervising nurse accompany the doctor 
to a patient’s room when a graduate special is in charge? 

The vote on this question is evenly divided. 

38. Should physicians be allowed to select their 
favorite nurses for cases coming within their jurisdiction 
to the detriment of many conscientious, devoted nurses of 
less personal attractiveness? 

The right of selection is denied the doctor by a heavy 
vote 


39. Do you think the allowance for G. N.’s should be 
increased ? 
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40. Do you favor less than 12 hours of duty for 
graduate nurses on private cases? 

The graduate nurses are snowed under by an over- 
whelming negative vote on both counts. 

G. Finances 

1. What method could you suggest to meet current 
expenses for hospital and training school, if your income 
is insufficient? 

The most favored plan is the forming of an auxiliary 
to secure donations by various activities during the year. 

2. How can you cut down current expenses ? 

The best suggestions are: buy in quantities; keep 
accurate and up-to-date accounting systems; closely super- 
vise labor and the use of supplies. 

3. How can you raise money for indebtedness ? 

A campaign or drive is the most favored method. 

4, Can you suggest a good method for collecting old 
bills ? 

The plan which has proved most effectual according 
to our superintendents is the employment of collectors. 

5. How can you finance a hospital in a rural district, 
where there is a crop failure, etc., and patients cannot 
afford to pay their way in the hospital? 

The only solutionsunder these circumstances seems to 
be county or district aid. One sister superintendent sug- 
gests applying to the motherhouse. 

6. Do you prefer weekly payments from your 
patients or do you seek payment when they are leaving the 
hospital ? 

Weekly payments are almost unanimously favored. 

7. How can you effect weekly payments in advance? 

The most favored plan is to have information as to the 
method of payment on circulars placed in the rooms and 
wards and on statements rendered weekly. 

8. How can the demand to care for charity patients 
be met in a sisters’ hospital? 

We are pleased to report that the most general answer 
to this query is “Trust in the Providence of God.” A 
sisters’ hospital has no excuse for existence if it does not 
care for the poor.” 
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9. Do you favor a flat room rate which includes the 
services of all other departments. 

Such a rate is almost unanimously condemned. 

10. Do you think a 50-bed hospital with many 
obstacles to contend with could charge a flat fee and be 
successful ? 

Almost all agree that it could not be successful. 

11. What is your opinion of having the operating 
room, x-ray, delivery room, and laboratory form an extra 
charge? 

The consensus of opinion is that these services should 
be supported by extra charges. 

12. Do you favor charging for the work done for the 
individual patient, or a so-called fixed rate to cover all 
laboratory work done? 

The larger hospitals are about equally divided on this 
question. The smaller hospitals overwhelmingly favor a 
charge according to the work done for each individual case. 

13. How can the expense of a laboratory be met in a 
50-bed hospital where the doctors do not patronize the 
work done by this department? 

The only solution seems to be: 
all patients. 

14. Can a 100-bed hospital pay a salary of $3,500 to 
its pathologist? 

The smaller hospitals feel that such a salary cannot be 
paid; the larger institutions are about equally divided in 
their opinion. 

15. What method have you at your hospital regard- 
ing charges for medicines and dressings ? 

Most generally medicines and dressings are charged 
for according to the amount used in each individual case. 

16. If a patient pays for his stay in the hospital as a 
ward patient, can the doctor demand payment for the 
operation ? 

By a large vote our Sister Superintendents agree that 
the doctor has as much right to payment for his services 
as the hospital has for its care. 


charge a flat rate for 


Report of Committee on Operating Room Supervisors 


Sister Assisium, St. Mary’s Hospital, Minneapolis, Minn., Chairman 


The following is a report of an extensive question- 
naire which the Committee on Surgical Supervisors has 
been stressing in its primary effort in the standardization 
of operating room technique, procedure, training, etc. Of 
the five hundred and twenty-five hospitals to which the 
questionnaire has been mailed, findings were submitted 
one year ago from ninety-four hospitals, and this year 
from one hundred and fifty-eight hospitals, making a total 
of two hundred and fifty-two hospitals heard from, or 
exactly forty-eight per cent of the entire membership. 

The questionnaire contained one hundred and sixteen 
questions. As returns were received from one hundred 
and fifty-eight hospitals since the last conference, there 
should be a total of eighteén thousand three hundred and 
twenty-eight answers, but of that number unfortunately 
five thousand eight hundred and eighty-nine questions were 
unanswered, that is, thirty-two and thirteen-hundredths 
per cent of the hospitals returned their questionnaires 
without giving any information. It would seem, judging 
from these figures, that some other method of learning 
what is customarily done in each hospital must be devised. 


REPORT ON QUESTIONNAIRES SENT OUT BY THE 
COMMITTEE 
Under REGULATIONS 


(Q) How long should a patient be required to be in the hos. 
pital before admission is allowed to the operating room? a 
(A) Eighteen to twenty-four hours..........-.++- ee 62 
Twelve to eighteen hours.........-..ceeeeee ee ee reer ceeeee 3] 
From 6:00 P. M. the day previous. ..........eeeeeeeeeeee 23 
Not ANSWETCH 2.00. cece ccccscccccvccccreccescesesseseceees 17 
Twenty-four to forty-eight hours.........--++sseeeeeeees 16 
Depends on the Case.........cceeeerecceeeeee erst eeeeeees 4 
From 2:00 to 4:00 P. M. the day before.............0-+0+. 3 
As the’ doctors require.......-.-eeeeeeeeeereeeeeeeereeeees 2 
158 
(Q) What surgical preparation, i. e., cathartics and enemas, 
are necessary before an operation? : 4 
(A) Cathartic in the evening, enema in the morning......... 52 
Not all doctors consider the same preparation necessary. 44 
Enema in the evening, enema in the morning............ 40 
Not ANBWETEH 2.2... ccrcccccccccccrerceeccesscsecsceseseces 22 
158 
(Q) Should morphine be given before an operation? 
(A) VOB .ccccccsecccccccccesccscecsccccscceeecvcssessesssseuees 67 
WOR BOSTON occ ccccccccesecccccccesesececcesveccsonceeds 62 


Not answered 








(Q) Does your hospital have a complete history, physical 
examination. urinalysis, complete blood count, taken be- 
fore the patient goes to the operating room? 

OO Te das cach wantstees bkadansavebceenieseedisnsiiedeimncne 120 
RR iy ree ee ee ee 18 
Sues GGUS GOO GUO COU. oa. occ cneccss cccanscccssceces 12 
Ae ee i Oe eo ee Lees pee t ces Riee eis ene eee 5 
res es Cr GD CNUs ac iencnasecassesniecsraeeesws 3 

158 

(Q) How much history should be required? 

CP Ss GL, end wens ucedecves Pee eere icahee . 120 
Present complaint, only, with physical examination..... 20 
The doctor has the history of the case.................04. 2 
EE Gg BOS en ues wits he aulaienaahewebidumedadneweds iced kat 16 

“158 

(Q) Should routine urine analysis be required? 

Se a eh Ra as obasndiadsideadeisteeiiarseaiaviwk bedcacuwewes 141 
i EE iat oe Cutan cake phe chek ae eiinneudbae aed 17 

158 

(Q) Who should be responsible for checking up on histories 
at the time the patient is brought to the operating room ? 

CE =O BORE MUNUD Ge CO BOGE. oo once cicccccccccocccscceccess 45 
The surgical 35 
The historian or record clerk 24 
The surgeon 20 
Not answered 16 
The intern on 14 
ee ES rales eu benearisrcpencedonvossasisicetueed 4 

158 

(Q) Should patients be allowed in the operating room when 
they refuse to undress and be clothed in suitable apparel, 
even if only a local anesthetic is to be used? 

I  giwca diab danke ds dubewecusbakerV bee cuwdienbsdasen 
Not answered 
Er I ate 
Depends upon the nature of the ec: 

Our patients have never refused to comply with hospital 
IE Ki mivcdaing weet eeuipneccben<dhleschnsccee occas 2 
— : 158 

(Q) Could objection be raised to a patient's walking to the 
—_ room, if the patient’s condition does not for- 
yd? 

i on csi bedi pentiw a hinceend kee aen'nn ddiad dy usesunia 80 
Pt OND hrc dciveviadeunvenes $46640edbensedvdiontintc 16 
: =3 158 

(QqQ) Should relatives ever be allowed to come into the op- 
erating room with the patient? If so, under what con- 
ditions ? 

SEY TE Gh neha nunietwatnadanadpecardeeiemesuhememicwnsku cis 76 
UE  iciihbadielatvgueipedeheasteeie made savuckdanincs cite ae 








(Q) 


(A) 





(Q) 
(A) 





(Q) 





(A) 











(Q) 


(Q) 


(A) 


(Q) 


(A) 


(Q) 


(A) 


b 





(Q) 


(A) 





(Q) 
(A) 


a 


HOSPITAL 


How long should they be allowed to remain? 





i PE ick ccndanevaadseraGs6GeKiessesenrenencesesaned 42 
eee ee IS OS IO, ... ncavecccecdedssecesensceonns 37 
Depends upon the circumstances. .............66eeeeeeeeee 35 
As long as the doctor wishes...............cceeeeceeeeees 20 
Until it is not necessary for them to remain longer.. 20 
They should not be allowed at all...........00-cceeeeeeee 4 








PROGRESS 





(Q) 





If there are a graduate and a student scrubbed 
the student nurse take the same responsibility she 
if she alone were scrubbed? 

Yes 

No SG ee 
Not answered ietite 
It depends upon the nurse 


does 
would 





389 





















allowing patient's 
rooms and corri 


toward 
operating 


What is the general opinion 
relatives and friends in the 
dors during operations ? 
It is better not to permit 
Not answered 








158 
What are the best means to keep them away? 
re i i Ce a Oe, oe cen seennedeernsieeheneee 65 
SO GREE ca cccdccnncesceceecenceeegegnenssesecevesees 38 
Explain that it lessens the danger of infection.......... 25 
Courtesy and tact Ae MECESBATY. ........ccccccecccccccces 11 
BE TD O GOS PROGR cc cc cecccccsccccesecescescesescess 10 
NN Cy ian adnsn0s sbkecn near dteewcetaneueness 9 








Should an anaesthetic be given to the patient 
anaesthetic room or the operating room? 

In the operating room. 
In the anaesthetic room 
MGS GROWETOE cccccccccce 


Should the department send the patient to the operating 
room, or should the operating room send for the patient? 


The operating room should send for the patient........ 108 
aaa ee abesdiieweseeedaseenes 26 
The department should send the patient to the op 

erating room iduatsakvhedecduer sie ae 








Who should accompany the patient back to the depart 
ment ? 
A nurse and an anaesthetist 83 
a tO rrr ee 45 
The assistant ...... ee Se eee 9 
The assistant and an anaesthetist 8 
DB Gee cascedesnsuees a ee ee ne 7 
A nurse and an operating room orderly.................. 5 
The surgical supervisyr 1 
158 
What is the nurse called who waits upon the scrub nurse 
during the operation’? 
The circulating nurse................ 47 
The unsterile nurse............... 0) 
Not answered 28 
EY ND on a ccnithakdeieeeeantaanaes 8 
SPOMMBS MULHES 2.2 ccsscccccsecs : oon tabesasoevvenden 5 
Se wcccvnceveseseutanes earache aeciale ne ek eee 5 
CY Ce ssn ccnancehvcmsiabesueaegee Wenn beaneanseses 4 
DE nesckéecdccacce i neseetecssheeadnsienseedakeboenne 4 
DEE GED a niecscanseccssiavecsseceanes ork eas 3 
Second nurse 3 
Junior nurse 2 
Nurse responsible 2 
ND cacknebkacndde 060000 es cheb seen eeensseeessageense 2 
WOlting BOOM BETH. .ccccccccccccccccccccsccccssonseses 2 
PSE BUND sc cccccccccccccscececccccccesceseoosceces 2 
CR: .  ccevebbeks eenatebi-soneeeeneseeceawesesn’s 1 


Under PERSONNEL 


Should student nurses “serub” for “clean” major opera 
tions? If so, after how much training in the operating 
room ? 


ee Te ok kb is keccaeesesdentenenas 123 
NOE QROWOTOE 2c ccccccccccccceccccccccscececencccsccscceve -> 








i i, knee eeeenien cess 41 
CI co cigd-k600b ee baths oe chek Ce bets thors ennesedeeus 28 
an bhacus eb ite eesued ene Geena 26 
Se ME cccctceencenevesesseseocecese sen 25 
CO a nap anaseteedisdenseoeunenedes Ree rete es- 
I A aa oa i ee ee eee he eae ein 12 
Depends upon the ability of the nurse.............. ae 6 
ee dw hueee hee eeeiet hearse etenaeewonhae 3 





Do you have two scrubbed nurses for each operation? 
Why? 


DED senesaeeas 
Not answered 
In major cases.... 
When necessary 








Why? 
ee, ere 70 
Not answered........... 3 
To accommodate the surgeon.. 15 
For speed and better service...... 14 
One for sutures and one for sponges oa! 
oo onc nmdunnckbetesanesgntebas dutevbions — 





(Q) 


(Q) 


(A) 


(qQ) 
(A) 


(Q) 
(A) 


(Q) 


(Q@) 


(Q) 


(qQ) 


(Q) 
(A) 


(A) 


How many nurses are usually required to assist and run 
a room during a major operation? 

Three ere ee 

ee Wo  csaessivcnsencteies 

Not answered 


For an operating room suite of eight rooms that average 
three hundred operations per month, how many student 


nurses are necessary 
Not answered 
Ten student nurses 
Fifteen student nurses 
Sixteen student nurses... 
Eight student nurses 
Twenty student nurses 


b How many graduates 


Not 
Two 


answered 
graduates..... 
Three graduates 

Four graduates 

Six to eight graduates 





ec How anaesthetists 
Not answered 

Four anaesthetists. . 
Three anaesthetists 

Five anaesthetists. 
Eight anaesthetists 


many 


How long should student nurses remain in the of iting 
room ? 

From four to six months 

Three months....... 

Whatever length of time the state requires 

Not answered 

Two months.... : ‘ 

It depends upon the individual nurse 


in the su! 
table 


be 


How long should a nurse 
permitted to run the suture 
Two months..... seees sien e 
Not answered 

One month.. 

Three months. 

Six weeks.... . Seen 

It depends upon the ability of the nurse 
Four months ‘ 

Six months.. 


In which year should receive their 


eal training ? 
Third 
Second year.... 
Not answered.... , sone 
Between second or third years 


student nurses 


year 


If a nurse shows no adaptability for surgery should sh 
be retained for the reguiar period or be aiioweu to re 
ceive extra training in some other department whe.e 
she has shown talent? And vice versa? 


the 
training 


retained for 
given extra 


be 
be 


She should 
She should 
partment 
Not answered - x“ , ' . 

She should have at least two munths’ training in surgery 


regular 
in 


period . . 
sume other ce 


How much annual vacation should be aliowed assistant 
supervisors : 

Not 
One 
Two 
Three 
Ge WERE ccccces 


answered 
nciads Nddbieee eee sb tenneenss season 


Should it be divided or taken all at once? 
I ee eee rrr 
ZOO GEE GE SMGRs cc cccaccesccccessescocesce 
Optional ........66006. 

DUE én cccdesecccesscseccesseccsicaseccs 


What salary should be paid assistant supervisors 





i i, . «os. ccnedaleametebeannebieedutenas 
From $100 to $115 without maintenance........ 

From $90 to $95 with maintenance........ ye 
Ds nc kkcccescdeesocssanccnnesecasadeye 
ey es Oe, , . co cc eneenssevecesneceaeseatt 
From $75 to $80 with maintenmance.................0005. 

















































































































HOSPITAL PROGRESS 


What salary should be paid supervisors? 
Not answered 

$100 with maintenance 

$125 with maintenance 

$150 with maintenance 

We have Sisters in charge 

$95 with maintenance 


What salary should be paid anaesthetists? 


Not answered 

From $100 to $125. ....... cece cc cccccnccecsecscceseceseene 
We have Sisters in charge 

From $150 to $175 

a $90 to $100 

Hi ‘a pends upon the size of the hospital 

Salary is governed by the amount of work, hours, etc... 


What time should be allowed off duty daily? 


Not answered 

Two hours 

Three hours 

POUP ROGPB. ...cccccccccvcccccscccccccccccccccccecccceesvces 
We have eight hour duty 

We have twelve hour duty 


What time should be allowed off duty weekly? 

Not answered 

One-half day a week besides Sunday 

One-half day a week ONnTY......ccccccccccccccccccccsscecs 
One day a week 

One day 

Two days 


Should they be required to answer night calls? 
Yes 
Not 
No 


Should they be resident? 
Yes 
Not 
No 


Against orderlies shaving area of operation? 
No 
Not 


Should the intern act as first assistant ? 


Yes 


Not answered 


If he does not act as first assistant on several opera- 
tions, how will he become an efficient surgeon? 

Not answered 

It would be impossible 

It depends upon the ability of the intern 

He should act as first assistant to become efficient 

He should have a special COUTSC.........ccceeeeeeceeesees 
We have no interns 


When a surgeon is operating for another doctor should 
the intern act as first or second assistant? 

Not answered 

It depends upon the surgeon 

As second assistant 

As first assistant 


Can anyone suggest how to make interns more satisfied ? 
Not answered 

Good housing conditions and a salary 

Have a rotating service 

Permit them to do more surgery at the end of the term. 
Show an interest in their work 


If they are not first assistants at operations they do not 
feel they are getting sufficient experience. Do you think 
first-year interns are qualified to be first assistants at 
major operations? 

Not answered 


Under EQUIPMENT 
(Q) 


Are an up-to-date operating room table, sufficient tables, 
stools, basins and spot-light sufficient equipment with 
the addition of the sterile supplies placed there for each 
operation ? 

Yes 

Not answered 

No 

There should be suction apparatus and a gas machine 
in addition 


Is it not true that unnecessary pieces of equipment are 
only germ receivers? 
Yes 


Should “clean up” sinks and basins be in the operating 
room proper? 


No 


Should the cystoscopy department be under the super- 
vision of the operating or x-ray department? 

Operating department 

X-ray department 

Not answered 

Optional 


Should the hospital supply proctoscopes, cystoscopes, 
and like special apparati, or should each specialist sup- 
ply his own? 

Each specialist should supply his own 

Not answered 


Is the operating room suite the ideal place for auto- 
claves? 


’ 


When an “outside” (non-resident) anaesthetist admin- 
isters the anaesthetic, what charges should the hospital 
make? 

Not answered 

No extra charge 

The charge is included in the operating room fee 

$10 for major and $5 for minor cases.................000- 
One-half the regular charge 


For materials used? 

Not answered 

The charge is included in the operating room fee 
Nitrous oxide is charged for by the hour 

The charge for ether is made according to the length of 
the operation 

We charge 10 per cent 


For use of apparatus? 

Not answered 

No extra charge made 

The charge is included in the operating room fee 
One-half the regular charge 


What charge should be made for the anaesthetic given 
the resident ? 


The same £0 aa. when given by an outside anaes- 
thetist 


Should dressing supplies for the departments be dis- 
pensed from the operating room ? 


Are any of the Sisters using the sterilizer control put out 
by the Kny-Scheerer Corporation and the American 
Sterilizer Company ? 


Not answered 


Have the results obtained been satisfactory ? 
vet answered 


How do they compare with the Diack control? 
Not answered 








(Q) 
(A) 


(Q) 
(A) 


(Q) 
(A) 


(Q) 
(A) 


(Q) 


(A) 


(Q@) 


(A) 


(Q) 
(A) 


(Q) 
(A) 






(Q) 
(A) 


(Q) 
(A) 






«Q) 
(A) 


(Q) 
(A) 





(A) 


Under PROCEDURE 
Who should dictate the technique to be used? 


The operating room Supervisor. .........6ecc cence eeneeees 77 
SE GEIGN cccccccccoccssccoccecccesecnesseeosenesesess 34 
BO GE GIGRs cccciccccccccvccsccccccesesesoocessoees 20 
BD RORBEERE GORRINIIOOD, 2c ccccccccccccccccccceccessocoecsess 12 
Sy GND Ginn nc cncccnetsensgcccenveeencseseocecesss 10 
The superintendent of the hospital..............eeeeeeees 5 
158 
Who should dictate the changes to be made in the 
technique? 
The operating room superviSOr...........6eeeeeeeeeeeeece 
WIGS GRIBIG ccccccccsccccccccsccccccccvcesossseeceseoses 
in cu pieneneebeeeheeehenenasactesed 
BD Dempleal COMMMBMISS. ..cccccccccccccccccccccccccccccsccce 
TO GONE Gc cc ccccecasceceseses 


The superintendent of the hospital 





Has the supervisor the authority to enforce technique? 





BE nedcsbebdneetl00bek sd avkendndtesene sienkeeennsdeseennnee 104 
a BROWOTOE ccccccccecccccccccecsccessscscecescesseecees 38 
beddathahdiedeheatheaethtnnsedecsesdenekseeseeesenarbes 14 
U naer Oe Ge Gis 0.00 00.56 00.00606 006 00st ceseneses 2 
158 
Would a standard technique for doctors and nurses be 
possible or advisable? 
BE WETS Be SOVIGRDR...ccccccccccccccccsccccccccecesesese 62 
BD 960:60000058068000e00000 SSRs bEsseseeeeseenseoneseesesces 36 
WEOS GROWOTOE 2c cccccccccccccccecccccccesesecceeecosoeece 36 
pntethsadesecsnsevaedeesenses 24 
158 
Would it not be very difficult to attempt to train all 
surgeons to adopt one technique? 
TD .cdebsbenendnadssvecsoncntsuecevedsnesounaqeesseseesecese 93 
See GD. nag.esteenueks6seesennceeees baeendeeescansiaeee 
DE <c:qeeuddesedennddeewdshbnbenbeasnwininseensesceeeesensese 28 
158 
If the surgeon fails to follow the established technique 
in “serubbing up” should he be denied the privilege of 
operating ? 
WD 6660desdccksscodasedesnenencetenteseseteesesesesanesoneaed 65 
DD dannhedbdes$ndbnnhe SSR hhes eh bbbegnedersebeeenenseonvess 48 
It is a matter for the hospital to decide................. 20 
TGS DUGTIGGRE occcccccvccccssccéccccotessonescocnccescsess 20 
Not if his own technique is Zood...........ccccccccesces 10 
158 
If his technique is poor throughout the operation should 
he be reminded of the fact? 
TD cna cabo oebebb6oekns 6000 0600500600500068 6000 90006000088 118 
Net GROWOTED 2. cccccccccccccccccccccccccccccccsccoccesces 40 
158 
If he fails to improve, what should be done? 
Wek GROEE occcccccccenecccocescecescopscosovesescoeess 65 
Report the matter to the Staff.............ceceeeeeeeeeees 53 
Report the matter to the Governing Board............... 18 
Request him to adopt the standard technique............ 12 
Report the matter to the Operating Room Committee... 6 
Remind him again that his technique is faulty.......... 4 


How long before an operation should the area of opera- 
tion be prepared? 


From 12 to 18 hours before the operation................ 88 
Met GROWOTOE on cccccccccccccccvecccescesececccceccesceces 27 
Immediately before the operation.............0.seeeeeees 15 
From 6 to 8 hours before the operation.................. 10 
From 2 to 3 hours before the operation................... 9 
It depends upon the area of the operation............... 6 
Twenty-four hours before the operation................. 2 
A partial preparation the night before, and the final 
preparation a half hour before the operation............ 

If there is an established technique on this point, should 
the surgeon be allowed to vary at pleasure? 
a ee ee ee ee, ae 67 
Yes, if his technique is goed. nce dntvektbteeeneannew ones 56 


Not answered 


Should the surgeon make a note on the surgical record 
that the sponge count was correct? 


Who is responsible for this count—the surgeon or the 
surgical nurse, although she may be a pupil? 


Se I WER bcos ecccwdnbecedeneccestecctisacseseces 70 
WOE GROWOTOE cc cccccccccccccccccccccccccccesccecececseces 38 
St BOD. SUOMI. 0000 ccccecvccenteccvcccvsesseseeues 24 
TS GUNG cccccccccccocccsecnecececccescovcscoesénccoce 18 
The supervisor of the operating room.................+.. & 


Likewise with regard to drains and packs. 


Ee GD 6.06.06 06s nccccsencstecvepessvesstsnseesecseces 68 
EE IE nin 0605:580000060600000 saccveconcnnsenesonses 38 
DT .seba Bebb Nee nds weet eGo bodes 59 04098bbSsbnnbsdeabseose 24 
TD WUD GNIG,. oiccci cnc cocncceceveccseccicvaceséwsesos 18 
The supervisor of the operating room...............s.05. s 
ED WEEE nda ncccvesiuntartcucetecedvecabavetessusetebes 2 


HOSPITAL PROGRESS 














lax in 
on the 


(Q) Do you not find that some surgeons, somewhat 
this respect, try to put the entire responsibility 
nurses? 

Yes 
Not 
No 


Se) Be cen mh eta iedecdeeesedsncdhdenteetenesdensiscuctacastes 


answered 


Discussions: 

The nurse is responsible because the doctor expects 
her to know the count. 

We insist that the surgeon will not close the peri 
toneum until the sponge report has been given. 

A cooperative spirit covers this. 

For best results the responsibility of the sponge 
counts is put upon the surgical nurse. She checks up 
the count on clean sponges as they are given for use 
during the operation—collects and checks up the used 
sponges, and before the closure of the incision she 
counts the used sponges. The scrubbed nurse takes 
up the count on unused sponges and the full count 
is verified with the original total by the surgical nurse, 
This is repeated twice. The surgical nurse is a grad- 
uate and usually a Sister. 

According to law, the surgeon is responsible for all 
sponges, drains, and packs. The duty of the nurse 
is to notify the surgeon when a pack is missing. 
Small sponges should not be used after the peritoneum 
is opened. 

Discard all loose, small sponges after the peritoneum 
is opened, except one at a time (for small cavities) 
which must not be removed from the forceps. Use 
three yard packs to which a tape and ring, or a 
forceps, is attached. The size of the pack is in itself 
a safeguard. When the peritoneum is closed return to 
the use of the small sponges. 

The surgical nurse should be aided by the surgeon. 
The surgical nurse is responsible for aseptic prepara 
tion, and thereby facilitates the surgeon, relieving him 
from worry. In the matter of the sponge count she 
should be likewise responsible, allowing free concen 
tration for the surgeon on the operation. 

The most convenient way is to use a roll five yards 
long and two inches wide, packed in a small muslin 
bag, the lower end is pinned to the bag and this is 
attached to the drape with a forcep. 

What is the best method to facilitate the 
ing of sponges during operations? 
Use the three-count method..................0c00005 
First count before packing in drums. 
Second count before the abdomen is open 
Third count before closing the abdomen. 
Not answered 
A definite number in each package..............6000ceece 
Have a sponge rack in sight of all....... 
Use a sponge stick, tape and rings...............sseeee0- 
ee ie Gee Oe rndkcheciseadatéedéncnisnece 
Use a sponge book and check before and after the opera 
tien 


accurate count 


(Q) 


(A) 


Is it considered good technique to use different sizes of 
tapes with rings and do away with small sponges for 
abdominal operations? 

Yes 


(Q) 


CRD BD 6.544 608500 0:000 000 05950066.006000000000854000000004008 


If so, suggest a good method for keeping the tape and 
ring count. 

Not answered 
Mark count before and after the operation.............. 
Have a definite number in each package and count these 
before another package is opened..............0c0ceeeeeee 
Attach to sterile drape with tape..................cesee. 
Have a standard number for each ¢ 
ee GD Gre vccccccncccscnnceseccescosces 


(Qq) 


(A) 


Is the sponge rack reliable? 
met answered 


(q) 
GD Fee GO ccnescnnesesccrnssccncdssssoneneressivesvecs 


In using dry sterilization for gloves, is ten minutes under 
fifteen pounds of pressure considered sufficient to insure 
necessary sterilization? 


(Q) 


Not answered 
Yes 


(Q) Would not fifteen minutes at fifteen pounds be more 
reliable? 
Se a Ch banat diknkbehyndadtsnnnccbiedusbsiedbatédadneeess 


(Q) Is iodine for sterilizing operative fields considered the 
best method to use? 

OO, Bl teat paanisated edn cnaandeddeheaissGexdbaatinddukes 
tt SD dh tind ch dann wheal ebiniokeabean nelieeie 


fF 2 SEeSee ees 


391 



















































































HOSPITAL 


What per cent? 
Not answered 


346 


Is it necessary to fumigate the operating room after 
septic case? 


No 


If not, how would one disinfect the room? 

Use soap and water, and scrub with antiseptic solution.. 
Not answered .. 

Ry chemical procedure.. 

By earbolizing everything 

By thoroughly washing the walls and floor with steam 
under pressure jkeeeeeeke 


Is it desirable to have a surgical committee to handle 
operating room difficulties ? 

E. tee theniednens 

Not answered .. 


Could = such committee weaken the supervisor's 


authority 7 


answered 


In a hospital attended by a “closed staff” should all 
members of the staff be looked upon as efficient in their 
specialty % 


No . 
We have 


What action should be taken if a specialist digresses 
from the line of work in which he has been granted 
staff privileges? 

Not answered 

Refer the matter to the Surgical Committee 

Report the matter to the Governing Board 

Remind him of his limitations 

This is a staff problem 
Remind him about three 
matter 


times before 


By whom should action be taken? 
Not answered . 

By the Staff Executive... 

ty the Superintendent 


If a surgeon has repeated bad results, should the fact be 
brought before the governing body? 

Yes 

Not answered 


How? 

Not answered 

By the Executive 

At a staff meeting 

By reporting it to the President 
This is a staff problem.. 


Should there not be a surgical committee appointed to 
pass judgment on a young doctor who is desirous of 
being admitted to surgery? 


It would be difficult to get a committee to pass judgment 


15 


How much experience should he have before being 
allowed to operate without senior supervision ? 
Not answered 
It depends upon his ability 
Two years’ experience 
Have a committee pass judgment 
One y iti biherenideghevhsuersdageewiiee 
> } * experience 
years’ experience 
years’ experience 
Ten years’ experience 


Could not this same surgeon also observe surgery that 
is being done in the various rooms, inasmuch as it is 
almost impossible for the operating room supervisor to 
keep such close check on the work? 

Not answered 


(Q) 
(A) 


PROGRESS 


What methed is followed whereby operating room super 
visors can judge the ability of the operator? 

Not answered 

Watch the technique and check results 

The supervisor is not qualified to judge 


How should dectors treated who do not come 
appointed hour? 


Forfeit the 


1 
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Under TRAINING 
Do student nurses derive more benefit from lectures and 
quizzes in operating room technique before or after their 
practical work ? 
ae ° 
Not answered 


il work 


Should pupil nurses have a course of lectures on surgical 
technique before entering the operating room ? 
es 7 x“ 


Not answered 


whom should the lectures 


‘al supervisor 
answered 
an instructress 


Are individual demonstrations necessary (that to each 
nurse or group of two or three nurses as they come for 
surgery) ? 

Demonstrations can be given to small groups of nurs 
Demonstrations should be given to each nurse separately 
Not answered 


If student nurses are carefully supervised by the super 
visor or one of her assistants, would any other demon 
stration be necessary ‘ 


Is it useful that a book for reference on surgica 
nique be placed in the hands of each nurse? 

Yes bee 

Not answered ... 

No 


In the training of nurses in the surgery, how much class 
work should the nurses have? 

Not answered 

Conform to state 

Ten hours 

Thirty lessons 

From sixteen 

One month 

Two months 


Are two months sufficient time for pupil nurses to train 
in the surgery ‘ 

eae 

Not answered 


Are six months considered too 
room service for a nurse? 


it not true we have some students who have no apti 
tude for surgical work? 
es 


Not answered 


Should they receive 
es 

Not answered 

No 

They should receive 


In the surgical training of nurses what should be con 
sidered first—the nurse's training or the patient's good? 
The patient's good 

Not answered 

Both 


Is it enough that student nurses get a general idea 
(thorough) of technique? 

No 

Yes 

Not answered 
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(Q) Can this general thorough idea be gotten by “scrubbing 
up” for nose and throat, perineal work, and work that 
can be diagnosed “pus” before an operation? 

Ce SO. ccecccheededsbcaeecbandehsekbadedebeneeaeokunsses 101 
EOE GRGTIGTRS ccc cccccccnccesccncccsccevevosccsccescoecess 38 
ME - bisksaddbinenranbesenbad dabokéustedhsndeesennseneruves 19 

158 

(Q) Is it giving the surgeon the best possible service when 
each month or so he has a nurse who is not familiar 
with his methods of working? 

Oe OE i. paced cade Re UENO Oke eeakbnsteenebiadee 100 
ee IO vcd dé n kes w6eb 400056 0060esebereuesesscedesnet 50 
ee ee eee Pee Pe TT ree 6 
It depends upon the ability of the nurses.... 2 
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(Q) If the surgeon is working at a disadvantage, does not 
this mean that the patient is not getting a fair chance? 

(A) Yes ES Eee - 3 
EGE GRIOTOS occ ccc ccccvecccncnenceseses: Méhted scenes 46 
SE Sedsdeus ces 60h ee ds wanders ‘ : ‘ 10 

15s 

(Q) Is not the primary cause of the hospital's existence “th 
patient” * 

(A) OC a eee 125 


Not answered ......... 








(Q) Should nurses be considered equipped as surgical super 
visors after the course they receive in their training? 

CRD Me cocccecesccvevecsccs 111 
TGR GROUGUGE cccccccecescvcerescaneer 27 
DM, vcectniehiaiebidedinaabsrthearanedns besvewbaedeones 10 
It depends upon the individual.............. - oo ‘® 





MONDAY AFTERNOON 

Meeting opens with prayer by Father P. J. 
chairman. 

Father Moulinier reads paper: 
Ideals of Hospitals.” 

Father Garesché reads paper: “The International 
Catholic Guild of Nurses, Its Needs, Organization and 
Purposes.” 

Father Gilbert reads: “General Report on Activities 
of All Catholic Hospital Association Committees, Their 
Past, Present and Future Work.” 

Father Mahan: Now we have had a very splendid 
keynote session this afternoon. These three very funda- 
mental addresses which have been presented to us strike 
at the very root of all our hospital activities and all of 
our hospital thinking and it would be a pity not to have a 
very thorough-going discussion. In the president’s address, 
the important topics of policy and personnel come up. 
Naturally, Father Moulinier did not go into detail and, 
perhaps in some of your minds, what should be and ought 
to be the policy of the hospital, and what policy really is, 
are not definite, or clear-cut. We know that without a 
definite, clear-cut policy we are not going to get anywhere. 
Let us have a discussion of policy. What do we mean 
by policy? What should be our policy? What constitutes 
a policy? With regard to personnel, what are the marks, 
the notes by which we should be able to judge, investigate 
and come to a decision in regard to the character of our 
personnel? What should be the means of improving that 
personnel? What should be the means of developing in 
the younger men the characteristics and qualities that are 
necessary for a proper hospital personnel? This is a very 
fruitful topic for discussion. In the second paper, Father 
Garesché talked about the Nurses’ Guild. We are only 
now coming to realize the situation which exists among 
our nurses throughout the country. Our training schools 
are comparatively young. Seventy-five per cent are not 
more than ten years old and, consequently, it is only 
within the past five or six years that the vast army of 
graduates is going out. We have not paid attention to 
what is happening to them after they have gone forth. 
A few who have an opportunity of studying the situation 
over a wide field are coming to the conclusion that there 
is something wrong with the nurses graduating from our 
Catholic hospitals. There is an absence of Catholicity. 


Mahan, 


“Types, Policies and 


There is certainly an absence of vigorous Catholicity. 
= is a cause for concern, and we should do something 
about it. 


If we do not, who will? So there again, is a 
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(Q) Should the operating room nurses work in the wards on 
Sundays and holidays? 

Ge “te cs dedl en aneudistowukoun shwhdnsaded ' 93 
Not answered . . at 
a ME etcdeeatkddseeceeteaeean 16 
el 266 mlbbdsedoededevnwise neenteen 12 





(Q) What are the Sisters’ ideas or experience in regard to 
making the pupil nurses more alert and responsible in 
the operating room ? 

(A) Place responsibility upon them 66 
ae. DE. ntonschveneennseea oees ‘ 60 
It depends upon whether the nurse has the ability to 
assume responsibility re : , ‘ 22 
It is a difficult problem to solve , eee 4 
Demand efficiency and get it...... . tom nie eis ina 3 
Give constructive, encouraging, and enthusiastic super 
VEREOR ccccccce ; ° ee oe - 
We have no difficulty ‘ . mien be 1 
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(Q) What responsibility should be expected of them? 

(A) Not answered 74 
Each one is responsible for her special charge : 51 
It depends upen the ability of the nurse to be given 
responsibility er . 18 
We should not expect any great responsibility frem 
students ...... ° . see . ? 4 
rhe same responsibility as is expected from graduates } 







(Q) Since the hospital staff i ) 
and nurses, do you not think that they should give more 
detailed instructions to the student nurses during the 
actual course of their operations? 

Yes : : ee . : ‘ in 95 
Not answered . 208 

No 2 


S supposed to teach the interns 


(A) 


splendid topic for discussion. Do you follow up the gradu- 
ate nurses? Do you know what they are doing? Have 
you any line upon their present character now as com- 
pared with that which they had when they entered your 
training school? Have you any real substantial facts 
with regard to their ideals, the character of ideals that 
we should expect from one graduating from our schools? 
If we have a good discussion, we shall know what to do. 
We can only find this out by these discussions. 

Finally, the paper on committees. I know of no 
greater university of hospital administration than these 
committees. It is gradually dawning upon us more and 
more what treasures are lying hidden in these hospital 
activities. If each one of these committees would have a 
vigorous chairman functioning year after year, in the 
course of five years you would have a group of experts 
that the world could hardly equal. And that possibility 
is within our grasp. It is coming. They are being pro- 
duced. There has been a selection of members, a dropping 
out, a choosing of new ones, and gradually we are getting 
there and that one thing alone justifies our persistence in 
plaguing you with questionnaires. 

Last year twenty-five per cent responded, this year 
fifty per cent. We can now begin tabulating. Then, 
gradually, we shall be able to clear our path and see more 


definitely. We have plenty of opportunity here for dis- 
cussion and we would like to have you come forth 
voluntarily. 


Mother Marie, New York City: I have been listening 
very attentively to our worthy president’s splendid paper. 
I very much agree with him that our policies should be 
made known, clearly known, to the world. We are making 
them known by the efforts of the Catholic Hospital Asso- 
ciation. While I was attending the Institute at Albany 
a few weeks ago I was told that the state board was 
watching the movements of the Catholic Hospital Asso- 
ciation, taking notes and inquiring into our policies and 
ideals and they have the greatest admiration for the 
Catholic Hospital Association at Albany. This is proved 
by their use of some of the articles from Hospital 
Progress. 

Our policy can be made known by the treatment of 
our patients. If the patient is recognized as the most 
important person in the hospital, then we should make 
it our duty to equip ourselves and our personnel with the 
education that will give the patient his rights. I believe 
we would have very inadequate records if we relied upon 
the interns. We tried this for a year in New York, and 
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we found that our histories were not at all what we 
wanted them to be. We now have a record keeper and a 
historian, and between the two, I think, we have arrived 
at a fairly good method of getting histories. There is 
a check on the floor and a check in the operating room, 
that the patient will not be anaesthetized until the record 
is complete. That is one way in which we can show our 
licy. The best policy is honesty, and if we are honest 
in our dealing with the patient and in carrying out the 
ideals of the Catholic Hospital Association we are going 
to begin by at least correcting our records. There is so 
much to say about policies and ideals that I will ask 
somebody else to continue the discussion. ; 
other Concordia, St. Louis: Since Mother Marie has 
started with the histories and records, perhaps we could 
continue on this subject a little longer. Mother Marie, 
I suppose, has the same difficulty as every hospital has 
with the interns. How do you overcome the difficulty in 
getting histories? Who writes the histories? _ i 

Mother Marie: The doctor dictates to the historian, 
who is a stenographer. I might mention, too, that we 
have a record committee which is very active and assumes 
the responsibility of raising a fund to help pay for the 
historian. The doctor is taxed two dollars a month for 
the taking of his histories and in that way we are able 
to do some weeding. We have a large courtesy staff and 
the courtesies are renewed annually. . 

Mother Concordia: Who is your record committee? 

Mother Marie: 
and a urologist. 

Mother Concordia: Head of each department? 

Mother Marie: Yes. They go through their records 
twice a month, and, of course, the record keeper does not 
file away any record until it is complete in all its com- 
posite parts. 

Mother Concordia: 
write any histories? ; 

Mother Marie: Not any longer. The doctor is 
watched as he comes in and he has to stop at the office 
or his patient is not allowed to go up to the operating 
room. Next morning there is a check on the floor so 
that the head nurse will not allow the patient to be 
moved until the record has been attached. 

Mother Concordia: What length of time is allowed 
for observation of patient? 

Mother Marie: We may allow forty-eight hours for 
a chronic case, but the final diagnosis has to be given on 
the record so the doctor will not fail to record the condi- 
tion of the patient when discharged. 

Mother Concordia: I believe that we have much less 
difficulty with records than we used to have in the years 
back with record committees. In our hospitals they meet 
every week. Some of our doctors are present today and 
may give us some light on this subject. 

Dr. W. T. Coughlin, St. Louis: There is so much to 
be touched on that if we spend much more time on his- 
tories and records we shall not accomplish very much. I 
would like to say right at the beginning of things that if 
the intern does not write histories, the patient loses some- 
thing that is of great value to him, something that is 
paying him for his stay in the hospital. Most of us do 
the things we are obliged to do. If you require the intern 
to write the history, the intern will probably write it. If 
all the doctors were honest men, most of what you say, 
Sister, would be quite all right, but you must remember 
that we are just the same as other people and that there 
are just as many honest doctors as honest bricklayers, 
plumbers or lawyers. 

Now, I want to bring out this point. I am sure that 
most of you do not know a good doctor from a bad one, 
and I am quite convinced that you do not know the 
difference between a good surgeon and a poor one. That 
is my opinion. I know you do not agree with me. A 
doctor who is a plausible sort of chap may be the best 
doctor in the city or he may not be quite so good as you 
think. If he does not come up to your expectations when 
he is called upon to give the history of his case, what 
are you going to do? If you have interns who are imbued 
with the idea that they are there for the good of the 
institution, for the good of the patient, by and by, I 
believe, you will have the cooperation of the interns and 
the heads of the departments. There should be a head to 
every department in the hospital. It should be his duty 
to see that the intern gets the proper training. He 
should not be allowed to go around to the various tables, 
to pull out histories and read them helter skelter. They 
must be read with some order. The records are sent down 


An intern, a gynecologist, a surgeon 


Are the interns permitted to 
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to the record room and kept there until the end of the 
week, to be examined by the intern and the head of the 
department. No one else will do. It must be somebody 
who has a sense of his responsibility to the hospital. 

The record keeper goes through them as they come 
in. She has time to look them over. If the surgeon fails 
to find the point in reading the history the intern ha: 
written, that history is practically useless because, as the 
surgeon reads, he comes to the conclusion as to what was 
the matter with the patient. Thus, the doctor’s impres- 
sion is formed after he has made his examination from 
the written history. As one reads these, he will find an 
unusual amount of appendix cases, chronic appendix cases 
from the same surgeon or from the same two or three. 
How can it be that the same two or three doctors have 
so many appendix cases and the others do not seem to 
have so many? The real surgeon will go to the labora- 
tory to see what the laboratory people have to say about 
the appendix. The laboratory finds nothing the matter 
with it. Now, that man begins to think a little more 
about this, and he would rather not operate just because 
the patient has a pain in his side. In case it should miss 
the attention of the chief, some of the subordinates 
should inform him that there are a number of histories 
that do not bear out the diagnosis of the doctor. The 
only way that you can get that doctor to change his mind 
is to have a little conference with him. Tell him, in order 
to make his diagnosis more perfect, his histories will be 
read and people will find out that the patient has some- 
thing else besides “chronic appendicitis.” Now I do not 
mean just ordinary mistakes in diagnosis, I mean just 
exactly what you do when you say you want the history 
to show, as nearly as humanly possible, what the patient 
had before he went to the operating room—that there was 
some excuse for bringing the patient to the operating 
room, some pathological excuse. I believe that if you do 
not let the intern write the histories, you will not get an 
intern to stay in your hospital. There is no encourage- 
ment for him. The history meeting is a great lesson every 
week for the intern. In this way the intern can keep a 
check on his diagnoses, and he can keep a record, a per- 
centage, of his failures. It is a great thing for the train- 
ing of the student. By all means let the intern write the 
history. Oblige him to do it. The patient will then get 
the kind of treatment that you will want him to have. 

Father Mahan: Is there any further discussion in 
regard to the policies of the hospital? The fundamental 
idea in policy is the thing that goes before policy—the 
courage and determination to put it across. The question 
of our policy in regard to records is a practical one. 
How can we have our records kept properly if the doctor 
will not do it? What will you do if he does not do it? 
Likewise this question regarding the intern and the 
attending doctor—another question of policy. If you have 
an intern in the hospital, you have him there for a very 
definite purpose with regard to his rights, with regard to 
the rights of the patient, with regard to the obligation . 
of the attending physician. Have we some other sisters 
who will discuss this topic? Have we some sisters from 
the far west? 

Sister Loretta, Bellingham, Wash.: In the West we 
do not have a very extensive intern service. Most of the 
history keeping is taken care of by the sisters themselves 
under the supervision of the record committee; that is, 
certain doctors who have been chosen by the efficiency 
committees of the different hospitals. Very few of our 
hospitals have an intern service. We manage fairly well. 
The sister takes the history as the patient gives it, and 
then the attending doctor contributes his part. This is 
done under the supervision of the record committee. A 
great many defects are brought out in an effective way 
It is quite difficult with two or three looking after it, but 
it works out fairly well in the end. 

Sister Ste. Emilienne, St. Boniface, Canada: I am 
sorry, Father, but I do not speak English very well. 

Father Moulinier: Would you answer a few ques- 
tions ? 

Sister Ste. Emilienne: Yes. 

Father Moulinier: Have you a good, complete record 
system? 

Sister Ste. Emilienne: Yes. 

Father Moulinier: Do you get the doctors to com 
plete their records? 

Sister Ste. Emilienne: We have some trouble. 

Father Moulinier: Pretty generally? 

Sister Ste. Emilienne: Yes. 

Father Moulinier: Do you have interns? 
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Sister Ste. Emilienne: Yes. 

Father Moulinier: Do the interns take all the his- 
tories? 

Sister Ste. Emilienne: Yes. 

Father Moulinier: Does the staff check them up? 

Sister Ste. Emilienne: Yes. The chiefs follow up 
the intern’s work; but it is not perfect. 

Father Moulinier: It is not perfect in any hospital on 
the continent. Only about ten per cent of the records in 
all the hospitals in the country are worth the paper they 
are written on, but they have not been successfully con- 
trolled. Some day we shall have a record committee that 
will try to have the records checked up and recorded as 
they should be. Do you have your. records in English or 
in French? 

Sister Ste. Emilienne: In English. 

Father Moulinier: Do you type them? 

Sister Ste. Emilienne: No, the interns write them 
by hand. 

Father Moulinier: What do you do with the doctor 
who refuses to cooperate and check up the intern? 

Sister Ste. Emilienne: We try to make him follow 
the rules, but we have trouble. If we can get some 
information here as to how to do this, we shall be very 
pleased to have it, so that we can perfect ourselves. 

Father Moulinier: The Sisters of St. Boniface have 
a wonderful hospital. 

Father Mahan: There is a very good point brought 
out by Father Moulinier, and if the Catholic Hospital 
Association could remedy the situation there or give some 
points or directions, it surely would accomplish a great 
work. Lack of interest on the part of the doctors is due 
to the fact that they feel that it is work that does not 
count for anything. How infrequently the records are 
consulted! If we could get some suggestions as to the 
means of picking out a record, it would be very beneficial 
and simplify matters. I wonder if any of the doctors 
here could give us a suggestion for discussion? 

Doctor Dietrich, Gary, Ind.: Father, I have found 
all of the histories, as we have them, important. There 
is no part of the history that is not important. I am 
from Mercy Hospital, Gary, Ind. I agree with you that 
many of the physicians do not look over the histories 
and laboratory reports or check up on their analyses. I 
do not know of any part of the history that we could 
eliminate. 

Father Moulinier: I did not mean that we should 
eliminate any part of the record, but I believe you will 
find, in going through the country and in looking over 
the record or history, the physical examination particu- 
larly, that for most people, it will not give the information 
that it is intended to give one not acquainted with 
the case. I believe that the records should be such, as a 
rule, that they will give an understanding of the case, and 
I believe the history and physical examination very often 
do not do so. I wonder if there is any suggestion that 
would be helpful to the sisters who are record keepers. 
I realize that it is a very difficult thing. 

Dr. L. Rassieur, St. Louis, Mo.: I believe it takes a 
good deal of training and study to write a good history 
and a man must have a thorough understanding in order 
to write it so that any one can understand it at first 
glance and make a diagnosis. To do this we must have 
a very learned doctor. I believe, where there is a staff, 
you ought to have a good staff. One way to get a good 
staff is by having a connection with a good university. 
A university can be of endless assistance to you in aiding 
you to know who is and who is not a good doctor, because 
it has had experience with this doctor before it took him 
on its faculty. I believe, also, that the sisters, themselves, 
must be a judge of whether certain things are done right 
in the hospital, because we all have some sort of ideas. 
We have ideas in everything else. I think we can get our 
best ideas if we train ourselves. In your motherhouse you 
ought to give your sisters a course in elementary train- 
ing. They ought to have at least as much if not more 
training than the state demands of the registered nurse— 
vastly more because you can train them for a lifetime. 
I believe, also, that an association like the Catholic Hos- 
pital Association must be of endless benefit to you, espe- 
cially when you can have the consultation and cooperation 
of these experts which Father Garesché spoke of. To 
think that you can write a letter and get an answer of 
authentic opinion, must make you feel fortified in meet- 
ing the situation. Even to me, a doctor, this association 
means a lot. I can not explain how much I have learned 
this afternoon. 
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Getting back to the history—it is only as good as 
the doctor writes it. If you have a closed staff, that staff 
can, as Doctor Coughlin explained, act as instructors to 
the visiting staff, can teach the interns to write the his- 
tories so that they mean something, because sometimes 
there is much written, and when you have read it, you, 
yourself, wonder what it all means. It requires a good 
doctor, and the good doctor is recognized by the sisters 
when the sisters themselves are well trained and when 
they accept them from real scientific sources as a uni- 
versity or the Catholic Hospital Association. 

Mother Marie: The best method, I think, is employed 
at our hospital. It is causing a great deal of rivalry 
among the doctors as to who will write the best histories 
and who will have the least number of disagrees. These 
histories are typewritten in duplicate so the doctor may 
take one home to his office. The record committee is more 
than gratified by the result. The intern accompanies the 
doctor on the rounds and in some cases he is allowed to 
make the examination while in others he is not. The 
typewritten history is very pleasing to the doctors and is 
arousing their enthusiasm. 

Dr. E. A. Weiss, Pittsburgh, Pa.: I think it is hardly 
fair to bring this question up today when it comes up 
again tomorrow afternoon. Regarding the policies of hos- 
pital, I would like to say, that so many sisters get the 
idea that the hospital is dependent upon the doctor. Do 
you realize that the doctor can not get along without 
you? I do not see why unnecessary operations are per- 
formed. That is for you to decide. It is hard for nurses 
to decide whether a man is a good surgeon, but you 
always know within a few months whether that man is 
honest. As long as he is honest, he has the makings of 
a good surgeon. That should be your policy—honesty. 
You are honest, but are all your doctors honest? If not, 
there is only one thing to do—put him off. The sooner 
you get rid of him the better. There is a certain group 
of sisters, not Catholic, who took over a hospital some 
time ago, but they were honest and had the right ideas 
just as we have. They had a few men on the staff who 
were prominent and they learned that one man was not 
doing real honest work, that he was performing abortions. 
They said, “What shall we do? We feel he has a bad 
influence on our young men.” It is a real fundamental 
thing. He is doing immense harm to the men he is train- 
ing. He is training several men who are going to be 
bad. If that man is doing bad work, he is training bad 
men. The sooner you get rid of a man like that the 
better. It is time for you to step in and say, “You cannot 
continue this way.” I would like to emphasize the ques- 
tion Father Moulinier brought up. It is the question of 
hospital efficiency—it is hospital honesty that should 
dominate everything. I think the only thing you need is 
a little backbone, a little courage. You must say to such 
men, “If that is your idea of it, we are sorry, but you 
must leave the hospital.” Did that hospital lose by it? 
Yes, it did for a few months, but today that hospital is 
doing as much surgery and as good surgery as any other 
hospital, proportionately, and just due to the stand the 
sisters took. That was an object lesson to the rest of 
the men on the staff. 

Father Mahan: The discussion is just warming up. 
There is still the question of the Guild—Father Garesché 
deserves a good discussion on that because he wants to 
know what you have and what he can anticipate from 
you, but Father Moulinier says we must stop now. I 
hope we can give some time to it because Father Garesché 
has worked so hard. 

Father Gehl, St. Francis, Wis.: Would the sisters, 
in giving information to Father Garesché, answer these 
questions, “What objections do the nurses raise to the 
Guild? Why are they opposed to it? Why are the gradu- 
ate nurses reluctant about joining the Guild? I am sure 
Father Garesché should get an answer to these questions.” 

Father Meulinier: I would like to emphasize the 
fact that we follow our program and that our program 
must be abided by. You will see that the papers of today 
were preliminary. Study the program and see the sug- 
gestions for the discussions, and you will get a good idea 
of what the round table discussions should include. It 
should not be hard for you to prepare questions. Ask 
them clearly. Ask questions that get to the point, and 
we shall get much farther. I shall now appoint the fol- 
lowing committees: 
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Nominating Committee: 
Father Whelan, chairman. 
Mother Concordia. 
Mcther William. 
Mother Marie. 
Resolutions Committee: 
Father Garesché, chairman. 
Sister Helen Jarrell. 

Auditing Committee: 

Father Mahan, chairman. 
Father Gehl. 
Mother Beatrice. 

Reports of these committees must be handed in in 
writing and kept and only at the end of the second con- 
ference will they be tabulated with the reports of similar 
committees from the second conference. It has been cus- 
tomary for the nominating committee to consult with the 
different communities. The chairman, therefore, has full 
power to enlarge the committees. Please, again, study 
your program because it is only after you have appre- 
ciated the ground covered by the program that you will 
get as much as you should. Speak with the doctors, with 
the sisters, with one another about your problems, and 
do not forget the visits to the exhibits, at regular times. 

TUESDAY MORNING 

Meeting opens with prayer by Father Moulinier, Dr. 
E. L. Moorhead, presiding. 

Father Moulinier: I consider this first paper a great 
fundamental and necessary one in the hospital world 
today. Please try to follow it closely and the discussions 
also, and realize that we are in a new era for hospital 
betterment and hospital improvement. It was marked by 
the beginning of our hospital college last year, and I 
hope will get a new emphasis this year. Please try to do 
all the thinking you can while the paper is being read 
and during the discussion and while you are here talking 
to one another on the grounds. 

Doctor Moorhead: This ought to bring out good dis- 
cussions. The title of the paper is very interesting to 
all of you. Pay attention to it, the individual parts of it. 

Major Fitzpatrick reads paper: “Training Hospital 
Personnel.” 

Discussion of Major Fitzpatrick’s paper read by 
Mother Concordia. 

‘ Doctor Mocrhead: We have ten minutes left for dis- 
cussion. Mothers superior should volunteer. 

Mother Marie: 1| think Mother Concordia’s plan is a 
very excellent one. They have the university at their 
beck and call. We have not that in New York. We New 
Yorkers are to be pitied. Our problems are very great. 
I can only feel that we are a great deal behind the times 
in New York and I have come here to learn a lot. Mother 
Eugenia will bear me out in that. We have no Catholic 
university. I agree with Mother Concordia that our per- 
sonnel must be equipped with the proper education. I 
hope Marquette University will be filled to the utmost 
capacity with young sisters who will be prepared to carry 
out these beautiful ideals. 

Father Whelan: I do not see why you cannot make 
arrangements with Fordham University. They have no 
medical school, but they have a premedical course. How- 
ever, I think the plan of Mother Concordia is ideal and 
I am glad she is reducing it to practice. To my mind, it 
is the only means, but how it can be perfected is a prob- 
lem. It is easy enough where the sisterhood is diocesan 
and has a favorable bishop. It is a beautiful plan and 
I do not see why it cannot be put into practice everywhere. 
In Omaha, the medical staff takes complete charge of the 
training of the nurses. Not only that, but if any of them 
have higher ambitions, they may take up special courses 
which are being given constantly, each for six months. 
So far they have had about six who took laboratory work, 
and a dozen who took x-ray technician work. The men 
there are only too glad to give such courses. They show 
their earnestness in giving these courses, because they 
receive no remuneration for conducting them. I do not 
see why the mothers superior cannot send some of the 
sisters to hospitals which are connected with universities 
and have them receive the training and go back and 
become trainers of their own sisters in the smaller hos- 
pitals, That would be a solution of the problem. It is 
all very well to talk and propose plans, but unless we get 
down to something practical how are we going to get 
the mothers superior to work with us and cooperate? 

Father Mahan: During the past five years or more, 
those who have been accustomed to attend the conven- 
tions, have noticed the difficulties that have been raised 
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and the answers that have been given. The same diffi- 
culties are raised year after year, and the same answers 
are given. The secret is the absence of this very training 
that is now mentioned. We can take them up only piece- 
meal, we cannot see them as a whole. Due to the lack 
of trained men, we must first of all gauge the question 
which is so fundamental and apply it as a part of the 
whole working plan. Until you get a force of trained 
people in the hospital, this perennial group of difficulties 
will come up and will be taken piece-meal and you wil! 
wear away your nervous energies and the lives of yow 
sisters and you lose more time than you would if you 
sent them for a year or more for these courses. I would 
like to say a word upon a subject which Major touched 
upon and in which I do not quite agree with him—that is 
“the specialized hospitals.” Take for example, the city of 
Chicago. We have eleven general hospitals, none of them 
above grade, all competing in the same field, none of then 
offering any specialized treatment. They have not the 
machinery for it, and they would have it if they could 
have a directive mind that would have the freedom of 
molding these institutions. Each one would be improved 
Each one would have a wider scope and would increass« 
its efficiency a thousand-fold. Within a short time there 
would be put upon the map a group of hospitals in a 
scientific way such as the world has never seen. At 
Mercy Hospital in Chicago, there have been sisters who 
have taken courses and who have had to take exactly the 
same examination as other students, without any con- 
cession whatever. They have likewise had opportunity t 
take courses in bacteriology and pathology and kindred 
subjects, and can take all these if properly fitted. So the 
opportunities are there in the various parts of the coun- 
try. The sisters cannot say they are not there. They 
are welcome to come if they are properly prepared, attend 
the lectures, answer the quizzes, take the examinations, 
and accept the grade given which is not any higher for 
the sisters than for the medical students. You have these 
opportunities. 

Father Moulinier: This is a glorious day for the 
Catholic Hospital Association and for the sisters engaged 
in hospital work. We have today, I believe, in a most 
striking way started a new era—community training. 
It was one of the ideas Major brought out. Until the 
community from the top to the bottom realizes that abso- 
lute necessity of higher education of hospital sisters, the 
community is going to suffer. Now, you are leading 
through Marquette, St. Louis, Creighton, and Loyola 
universities. And what is being done in those places will 
be done at Fordham and Georgetown. We shall have 
Montreal and Quebec engaged in the same thing. Why? 
Because it is needed, because it is a sacred obligation. 
You cannot resist it any longer. I do not care who the 
mother general is or who the mother provincial is, but 
as soon as she sees the reality—what is coming, what is 
needed, what is demanded—she will make every effort to 
get her community training for hospital work just as she 
has done for teaching work. There is the problem, and 
you have started it this morning. 

Father Moulinier: The Committee on General Educa- 
tion of Hospital Sisters has no report. This committee, 
I believe, was recently formed. You had a report during 
the previous part of this meeting on the general education 
of the hospital sisters. It will be the function of this 
committee to continue what was started this morning. 

Sister Helen Jarrell reads: Report of Committee on 
Superintendents of Training Schools. 

Father Moulinier: I wish to inform you that Father 
Gilbert is acting chairman of the committees. Father 
Mahan, because of the pressure of other duties, has 
begged me to help him, and we have asked Father Gilbert 
to give full time to make these committees function. 
Therefore, sisters, make up your minds that if called 
upon, you will have to do it some time or other unless 
holy obedience interferes, because these committees must 
go on and do their work seeing it is so valuable and 
fundamental. Carry that word home to your mothers 
provincial and mothers general so that they will realize 
that this is not a mere passing notion, that it is a funda- 
mental feature of the organized policy of the Catholic 
Hospital Association, and we are going to pay to have one 
or more persons give all their time to it if necessary. 

Report of Committee on Operating Room Supervisors, 
Sister M. Assisium, chairman, read by Father Gilbert. 

Father Garesché: There is one point in connection 
with this interesting subject in training hospital sisters 
that I should like briefly to emphasize—the need of giving 
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very special, very definite training to the sisters who are 
going to work in the hospitals for the conducting of the 
corporal and spiritual works of the hospital. We are 
going to see more and more that hospitals are comparable 
in some way to a university or college at least, and that 
we have an important mission to fill. Now, it is impos- 
sible, under the present conditions, to conduct corporal 
and spiritual works of mercy without some special train- 
ing. Sisters put in much time, but they do not know 
where to begin for they have no definite methods. From 
outside there is a wonderful and beneficial pressure being 
brought upon the hospital world to train sisters for every 
other specialty of hospital work, but no pressure is 
brought to bear for this spiritual work. On the other 
hand, sisters have consecrated their lives for the sake of 

ving the body for the sake of the soul, and the soul for 

e sake of God. Take for example the work of the librarian. 
It will soon come when all of our hospitals of any size 
will have some sisters trained for the work of librarians. 
There is one college in Minnesota that we know of that 
has a wonderful system of distributing books. It is a 
central library for all the sisters of this community. The 
librarian gives service to the sisters of her community 
in the small country schools as well as to those in large 
cities. The books are sent by parcel post. Unless you 
have some sister trained, prepared, and then commissioned 
to circulate books in the hospital, you are not going to 
.ccomplish that part of the training. This work has to 
be prepared for and trained for and unless you give your 
sisters definite training in this, it will not succeed. We 
must insist on this ourselves, and we must develop it, 
because it is the ground of our hospital work. By giving 
the sisters time and advantages, we should be able to real- 
ize marvelous advances. The benefits are not for the 
sisters alone, but also for the nurses and students. Each 
year in this country four million people come under the 
influence, as patients, of Catholic hospitals in the United 
States and Canada. We realize that hospitals are becom- 
ing great centers of social work. Sisters are trained 
for these extraordinary services. 

Father Moulinier: The reference to the report which 
Father Garesché has made will come up when the report 
of the Library Committee is read. The sister who is in 
charge of this central library, mentioned, is the chairman. 
Some of the books she sends out are on the table in the 
conference hall. She sends them by parcel post to all 
the sisters of her community in the different schools and 
in this way the small schools under her supervision are 
supplied with abundant reading matter. The discussions 
this morning of the committees and the splendid reports 
we had from the two committees, I hope, have put clearly 
in your minds the value that is going to come from this 
committee study. It will all have to be gone over, sifted, 
summarized and formulated. That we hope will be done 
by the one who is acting chairman under Father Mahan, 
who is general chairman. Therefore, sisters, I hope this 
conclusion has come into your minds—the very serious 
obligation every hospital has, every superior has, and 
every higher superior has of the individual hospital; and 
every higher superior should make it possible, should 
encourage, should aid any sister who is asked to make 
the report. Why so many unanswered questionnaires? 
Why? Who will answer that? Anybody got an answer? 
What is the obvious answer? Carelessness. Thoughtless- 
ness. Lack of appreciation of what we are trying to do. 
Lack of appreciation of responsibility. Now, sisters, we 
cannot do things like this unless you realize the individual, 
the institutional, and the superior responsibility. Isn’t 
that clear? I am not accusing anybody. That refers to 
all. Lack of appreciation is very likely the trouble. Let 
us get rid of that. It is the most serious obstacle to any 
progress. Hence the need of trained people, people who 
know, people who think, people who realize, people who 
look ahead at what should be done and what is needed. 
Isn’t that all correct? It is difficult, of course, very diffi- 
cult. Here we are after ten years just coming into life. 
I feel like saying that a great many of the others are 
still away behind. Do not get discouraged. The most 
encouraging feature of our frank admission of our de- 
fects is that we are surely progressing. In the beginning 
of our meetings ten years ago, we just praised one an- 
other right along. Now, we are blaming one another. 
Why? Because we have that divine urge to go ahead. 

Father Mahan: First of all, I would like to bring out 
a fact in regard to the reports. There is a whole lot of 
matter there and it is all facts. What are we going to 
get out of it? We are not expected to get anything out 
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of it. We are expected to find out where we are. If we 
expect to get anything else, we are wrong. I have a 
suggestion. In working up the data secured, I would like 
to urge the cooperation of the Marquette University Hos- 
pital College. They have wonderful, splendid, raw ma- 
terial for this practical and extensive work that the 
students are to have in that school. They could benefit 
themselves by going over this material, by casting it into 
form and bringing out the truth that lies hidden. Now, 
the object is not immediately to have something definite, 
something concrete and something helpful. Therefore, we 
must not be disappointed if we do not take it that way. 
Before the week is up, we shall find out that there is a 
whole lot there, and now we want to find out what it 
means and what it suggests. Some of the answers are 
illuminating and all are helpful. Now, since we have 
about fifty per cent of the answers, we have enough data 
to go ahead and get it into shape and form, and I think 
the Marquette University College of Hospital Administra- 
tion can do that for us very well. 

Father Moulinier: We have started already. Here is 
the first publication that has come out under the auspices 
of the College of Hospital Administration written by the 
director of studies, Dean Fitzpatrick, a prize essay, which 
you must all get. It is for sale. It cannot be distributed. 
There will be a succession of articles, growing out of facts 
and data which are being gathered by the responses to 
these questionnaires. During the next two or three years, 
you will have other publications of this kind sent to you 
from the College of Hospital Administration. 

Major Fitzpatrick: The whole analysis of that prob- 
lem is that there are possibilities of our service becoming 
too specialized. Then we would not have an eminent hos- 
pital. Our hospital should be so organized, so adminis- 
tered that we can give whatever service is necessary to 
our patient. 

TUESDAY AFTERNOON 

Meeting opens with prayer, Father Moulinier presid- 
ing. 

Doctor Keyes reads paper: “Character in the Hos- 
pital.” 

Discussion of Doctor Keyes’ paper read by Dr. Irvin 
Abell. 

Father Moulinier: This problem of getting character 
in the hospital can only be solved by having men of such 
fine character and clear thinking as we have with us today, 
Doctor Keyes and Doctor Abell. How many of you are 
satisfied with the staff conferences as they are going on 
in your hospitals? One, I see. What does that mean? 
Two. How many different hospitals are represented here, 
one for each hospital? Thitty, forty, fifty and yet only 
two hands went up as satisfied with the staff conferences. 
Have not the doctors presented a simple process? These 
conferences are not ordinary: scientific meetings. Scien- 
tific papers are not really called for. A report of the 
work done during the last month based on the records— 
how many are doing that? If they are doing that con- 
scientiously, they are having good staff meetings. If not, 
they are having just country medical meetings. Any 
question now that you would like to ask? Any sister? 

Mother Marie: I would like to ask Doctor Keyes if 
after discussing all the disagreement cases there would 
be sufficient time for the morbidity and other complicated 
ceses. I feel I have something to learn from this meet- 
ing, but I can see that it would take up a great deal of 
time. Perhaps Doctor Keyes or Doctor Abell could tell 
us how this is prepared. We have an abstract prepared 
by the intern for the cases to be brought up, but we can 
never discuss more than four. Our abstracts are taken 
from the records. 

Father Moulinier: Does the intern do this without 
svpervision ? 

Mother Marie: No, it is done with supervision. 

Doctor Keyes, New York: How much time do you 
give to your conferences in which you get over only four 
records. 

Mother Marie: Three or four hours. 

Doctor Keyes: As far as the one item of agree and 
disagree diagnosis is concerned, there is an infinite num- 
ber of ways of taking the preliminary diagnosis. At 
Bellevue and at St. Vincent’s Hospitals, we have always 
taken as a preliminary diagnosis the diagnosis upon which 
a patient was admitted by the intern or by the admitting 
officer. In other words, he has to make a diagnosis that is 
very commonly made on what is considered insufficient data. 








398 HOSPITAL PROGRESS 


There has been no time for any laboratory or complicated 
x-ray or any other examination. It is most satisfactory 
to take that for a preliminary diagnosis because it pro- 
vides the greatest number of discrepancies between that 
and the final diagnosis, and the discussion of cases. It is 
also the best way to educate those who have made that 
preliminary diagnosis and to make them just as respon- 
sible as they can be. If you wait until the doctor makes a 
thorough examination with all the facilities he has at his 
disposal, he is apt to make a great many correct diag- 
noses. He might just as well learn early how to make a 
correct diagnosis without all facilities. We are all aware 
that many mistakes will ensue, but it will teach him 
humility. One or two cases will come up where you can 
point out to the intern—‘“Here, you should not have made 
that diagnosis.” That would not delay the meeting very 
much. I don’t know what to say about your long discus- 
sions of cases. Some one or two cases each month have 
to be discussed at great length.. This should not be with 
abstracts only, but the ordinary history is what you want 
so that you can find out the facts in full. I don’t care for 
abstracts very much. It is the real history that you 
want. Beyond that I don’t know how your men happen 
to take so long over the discussion of so few cases. 

Doctor Abell, Louisville, Ky.: The record committee 
sifts out these cases. It is the individual who does not 
make a correct diagnosis whom we want to get at. 

Mother Marie: There is a great advantage at St. 
Vincent’s. They have a great many city patients. Of 
course that entails a great deal more intern work. We 
have a great many free beds and Bellevue is all free beds. 

Doctor Keyes: Does the doctor send in his patients 
on his own diagnosis ? 

Mother Marie: Our cases are sent in by the private 
physician and the intern accompanies the doctor on his 
rounds. They confer together and the doctor is bound to 
teach the intern. The physician makes the diagnosis. 

Doctor Keyes: Mistakes happen and ought to be dis- 
cussed. 

Father Moulinier: Do you think that one case might 
take up two hours? Whereas with other cases you might 
have only four or six or eight and, by the way, might I 
not remark that you should not have a very prolonged ses- 
sion, but have a carefully selected number of cases which 
will be chosen because of their nature, their character, cal- 
culated to fill out the time. This indefinite prolonging of 
a staff meeting is bound to hurt it. Fix your time. Do 
the work. If your cases have been carefully chosen by the 
record committee, you will have a pretty good check on the 
work of the past month as to whether it has been good, 
bad, or indifferent, and that is the purpose of the confer- 
ence. Do you now feel satisfied, sister? 

Mother Marie: Our record committee selects the 
cases that are to be brought before the conference. An 
abstract is written by the intern under the direction of 
the committee. Another doctor holds the full record. The 
name of the doctor whose vatient is being discussed is not 
made known. Generally the doctor is called upon to close 
the discussion. We have found that four cases is just 
about as many as we can handle. Then there is a general 
Giscussion. 

Father Moulinier: It should not require all that time 
to discuss so few cases. 

Mother Marie: Suppose there are thirty-seven dis- 
agreement cases in the month. That would take some 
time. We have only monthly conferences. 

Doctor Keyes: Do you go into all the disagrees? 

Mother Marie: No, we do not. 

Father Moulinier: You do not go into any of this? 

Mother Marie: They may be mostly morbidity cases 
but we hardly ever have time for more than four. After 
we have gone over all the agrees, and disagrees, would we 
then have time to look over the morbidity cases? 

Father Moulinier: Not in one conference, perhaps, 
but you may cover that within a year. 

Doctor Keyes: She is ‘> trouble yet. Sister, I do not 
see how you can keep secre. ©'.c name: of the doctor whose 
patient is being discussed. I think it is essential that the 
man stand up and defend his own case. It is his duty, his 
job to do this. 

Mother Marie: He may get up and let it be known 
if he wants to. He is called upon to close the discussion. 

Doctor Keyes: If you will put it around the other 
way—in the first place, it won’t do the doctor any harm 
to be known, and in the second place, I think it would very 


much expedite your work if the case is read out and some- 
body gets up and says, “That was my case. The reason 
the patient died after my operation was thus and so. You 
will find in the history thus and so.” Frequently, it is a 
matter of a few minutes to satisfy everybody. Otherwise, 
there will be a discussion as to whether it was necessary 
that that patient should die. It is absolutely essential 
that the ciagnosis be scrutinized in the same way. The 
thing is crystalized by the accusation being made through 
the reading of the history and the defense in the case. 
Thus you have the problem solved. 

Mother Marie: Do you really feel you have as free a 
discussion ? 

Doctor Keyes: There will be a lot of sentiment on 
the doctor being criticized and he will be ashamed of him- 
self. It is most necessary that this be done and unless 
you bring the “culprit to the bar,” the problem will not be 
solved satisfactorily. 

Father Moulinier: When this movement began there 
was a great deal of tender consideration on the part of the 
sisterhoods, and there still is, but that is gradually, and 
I am glad to say rapidly, disappearing. It was all a weak, 
unprofessional, unscientific camouflage. If the doctor on 
the staff cannot be brought to face his own failures, he is 
not fit to be on the staff. He might have been six, eight, 
ten years ago, but not today, because the medical profes- 
— not faced the realities. Stand up back of your 
work. 

Doctor Abell: At St. Joseph’s each individual reads his 
own history. At tl: public hospital the history is read 
by the secretary. We do not discuss the case from any 
angle except as to why the disagreement in the two diag- 
noses. Ordinarily you can dismiss these cases in ten or 
fifteen minutes time. 

Father Moulinier: I know some of you have the same 
difficulty, but tell them that the day of that kind of thing 
is past almost throughout the whole country. Do you 
agree with me? Any of the clergy here who would like to 
join in this discussion? Do not leave everything to 
Mother Marie. 

Father Bourque, St. Boniface, Manitoba, Canada: Of 
whom is the executive board composed? How do you 
appoint the executive beard? 

Doctor Keyes: In most large hospitals the heads of 
services form the executive committee. For instance, the 
executive committee will be formed in a very general hos- 
pital by the men at the head of surgery, medicine, and 
depending upon the character of the hospital, gynecology, 
nose and throat, obstetrics, children’s diseases. Thus the 
chiefs of departments will substantially form the execu- 
tive committee and there may be only one or two men who 
are particularly efficient who will be appointed on the com- 
mittee because of their efficiency. A younger man should 
be made secretary of the executive committee, because the 
secretaryship is a younger man’s job. Of course, if you 
heve a record committee and an inspection committee, as 
you should have, they should form part of the executive 
committee so that the executive committee will be com- 
posed of six or eight persons. 

Father Bourque: In the sisters’ hospital, are the 
sisters represented ? 

Doctor Keyes: That is why it is formed to assist the 
superintendent of the hospital and she is usually accom- 
panied at the meeting by another sister so that there are 
two sisters and six or eight doctors sitting together in 
that committee which meets every month, or frequently 
every week. 

Father Moulinier: Would any of the doctors like to 
say something, to add something to the subject that is 
being discussed ? 

Doctor Weiss: Just one point about the executive 
committee. Sometimes, theoretically, that is all right, but 
sometimes it so happens that the head is rather senile and 
the sister wants some one she can rely on and go to every 
day. If you feel your executive committee is made up of 
a few men like that, allow the sister to appoint what she 
calls her private council, to which she feels she can go and 
open her heart with almost anything. She selects three 
men and that takes the place of the executive committee. 
I know the sister of our hospital has felt grateful that she 
has such a little private committee to rely upon. You 
might say that it is unfair. It is not unfair to the other 
members of the staff, because it sometimes happens that 
the heads of the departments are so busy they do not have 
very much time for sister. Now as to Sister Marie’s prob- 
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lem—I, myself, think that you should have an analysis of 
every case of agree and disagree, but that is not the prob- 
lem. What you want is a working diagnosis, and if the 
patient should come in with an incorrect working diag- 
nosis, do not hold it against the man, saying he was 
wrong. If you hold this against the men, they will refuse 
to make any provisional diagnosis. I think that is the point 
we should remember. Sisters, we should not question the 
record except in the case of a very grave error. How are 
you going to work out this record committee and the 
record work? You may possibly have a nominating com- 
mittee composed of three or four of the chiefs. We have 
found in our own hospital that it does not work very well, 
to have one or two men look after those who do not do the 
work. We are too busy. One of the sisters got the idea 
that we could have a number of young men who were com- 
ing up in our hospital and who were anxious to be on the 
staff and to get higher positions. The sister went to some 
of these younger men and said, “We want this record 
work brought up to a higher degree of efficiency. 
They said,“All right.” We took all the younger men, 
that is the juniors and men who had real initiative and 
sometimes men who were on the dispensary staff, and 
made up a list of these, alphabetically, to work in groups 
of three, each greup to work one month, and report at 
least twice a week, and go over a different series of cases 
each week, possibly some of their own cases. Every 
record that is not complete has a card attached to it on 
which a series of notations is printed. The notation 
applying to the particular record is checked and the record 
is then completed. The notations on the card are as fol- 
lows: No. 1, incomplete. No. 2, not O. K.’d by chief. 
No. 3, provisional diagnosis not written. No. 4, x-ray, 
blood Wassermann not taken. No. 5, the intern or 
chief did not make bedside notes. No. 6, the operating or 
pathological findings are not complete. No. 7, the dis- 
charge and complications are not recorded. No. 8, con- 
sultation notes not included in bedside notes. No. 9, the 
death has not been noted in the history. No. 10, the con- 
dition of patient or wound on discharge of patient is not 
noted. No. 11, sumary of the case is not complete. It is 
simple enough if you have it all worked out. 

Father Moulinier: What about the little country 
hospital ? 

Doctor Keyes: I want to emphasize two points. 
First, in regard to the old doctors, I do not think Doctor 
Weiss would consider them so senile if he is to be in- 
cluded among them, and, in the second place, if they are 
senile, they cannot direct a service. They should be made 
consultants. Men who are in that position should not be 
on the service. They should not pretend to maintain a 
position for which they are not willing to be responsible. 
That is the ideal. A word regarding diagnoses. When I 
was an intern our cases had diagnoses of lung complaint, 
or stomach complaint. But nowadays they should be ad- 
mitted to the hospital as suffering from appendicitis or 
suffering from a broken leg and in that case you should 
say which leg is broken and what bone or bones in that leg 
are broken. Even if the full facts are not at hand for the 
gentlemas who makes the diagnosis, he should go as far 
as he can on facts and then go ahead and make a com- 
plete diagnosis as though he had the full and complete 
facts before him. Then you will have something to dis- 
cuss in your diagnosis. 

Father Garesché: I was very much interested by the 
remarks of the doctors and I would like to call your atten- 
tion to the last word in the paragraph where they dis- 
cussed qualifications. It has often occurred to me that a 
Catholic doctor has ideals in regard to the religious 
aspects of the care of patients. 

Doctor Keyes: I am perfectly sure that the run of 
doctors, Catholic or non-Catholic, consider that the reli- 
gious aspect of the cases is none of their “job.” I know 
that very few opportunities seem to arise in my own prac- 
tice for me to open up any religious question with the 
patient. You must evidently have something concrete in 
your mind. I do not know what you have in mind. 

Father Garesché: My idea is this: that religion has 
a direct bearing and a psychological bearing on the curing 
of patients. It seems to me that the doctor can make sug- 
gestions regarding the religious status of the patient and 
the means to be taken to improve it. While the doctors 
are improving the physical side of the patient they can in- 
fluence the religious side as well. 
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Doctor Keyes: I think that the religious atmosphere 
is so good | cannot improve it. 

Father Moulmier: lf you will look ahead you will 
see that this comes up for discussion later in the week. 

Doctor Oberembt, Milwaukee: I am on a record com- 
mittee, and the thing I particularly want to know is how 
you teach them to write progress notes. The records are 
just as important as those who are on the service of the 
hospital. The thing is how to get these men to write 
progress so they will be of some value. 

_ Doctor Keyes: By keeping after them, that is the 
oniy way. 

Father Moulinier: And if after you have kept after 
them, they still refuse, then get rid of them. 

Doctor Abell: We discuss the religious questions 
with the chaplain who has a very excellent library and I 
am sure that all the Catholic members on the staff have 
read all the books he has. He has discussed these ques- 
tions at the staff meetings at times so that even the non- 
Catholic members are informed in regard to certain pro- 
cedures in the surgical departments. I do not know 
whether we have taken any other activities in connection 
with that, but if I may come back to Mother Marie, I 
think it has been made perfectly clear by Doctor Keyes 
and Doctor Weiss that all such agrees and disagrees are 
not to be discussed minutely. I know of one who ad- 
mitted a patient with the history of a bloody discharge 
from the bowel. It was a question of whether he had 
anemia or hemorrhoids. His abdomen was then opened 
and it was found he had a carcinoma. He was asked why 
he had failed to make an x-ray of a man presenting such 
symptoms. I am sure he never again will be guilty of 
that omission. As a means of making our men study 
their records and write them accurately, each one must 
read his personally. 

Father Gilbert: Dr. L. D. Moorhead’s report of the 
Committee on Records has been postponed until Thursday. 
Sister Eugenia, chairman of the Committee on Executive 
and Administrative Officers has sent us a perfect report. 
Ske has even been so kind as to condense it. It is most 
valuable data for the consideration of all those concerned. 

Sister Eugenia’s report from the Committee on Execu- 
tive and Administrative Officers read by Father Gilbert. 

Father Gehl: Sisters, regarding the question of help 
wherever possible employ deaf-mutes and you will be mis- 
sionaries for the deaf. Encourage them and they will do 
the best they can for you. 

Father Garesché: A number of sisters have ex- 
pressed a wish to have a discussion about the Guild at nine 
o’clock tomorrow morning. I hope all who are interested 
will be present. I want to add just another word or two. 
We must strongly urge the training of the hospital per- 
sonnel and the training also of the nurses and sisters. 
The influence on the patient is what I call the atmosphere 
of the hospital. Catholic atmosphere depends on the read- 
ing of good books and pictures in the hospital and the 
general spirit of the community. Sometimes these things 
are a continual reminder to us and give the room a sacra- 
mental atmosphere. I believe we talk a great deal about 
“lay apostolates” and religious influence. Catholic doc- 
tors do not seem to realize their power in establishing the 
religious influence in the hospital. 

Father Whelan, Omaha, Neb.: If the various sister- 
hoods here would select one of these members for the 
nominating committee, we can hold a meeting tomorrow 
morning. 

Meeting adjourned with prayer. 

WEDNESDAY MORNING 


Meeting opens with prayer, Father Whelan presiding. 

Father Moulinier: The executive board will meet this 
afternoon and the new board, I hope, will meet next Satur- 
day afternon. We are facing a problem which must be 
decided very cautiously and deliberately, that is, where to 
hold our meetings in the future—whether at Spring Bank 
for the whole country again, or whether along with a 
meeting here for the middle west, we might have a meet- 
ing on the Pacific coast and one on the Atlantic coast. It 
has been in our minds for some years. Think about it. 
Speak to the members of the executive board so that we 
may be guided in as far as that is possible by the general 
consensus of opinion. We own Spring Bank. The Cath- 
olic Hospital Association has purchased it. The sisters’ 
hospitals contributed some $22,000. We have had to pay 
$78,000.00 for it. The Catholic Hospital Association has 
invested about $50,000 in this property. This is all 














400 HOSPITAL 


secured to the association. If at any time we make up our 
minds that we want to get rid of Spring Bank, we can do 
so and get our investment and have it as endowment fund 
for the association, very likely making some money in the 
sale, because a Marquette Laymen’s Retreat League has 
been established in Wisconsin and they have started and 
had some eight or ten retreats here. They want to con- 
tinue, and there would be no trouble at all if some time 
or other we make up our minds to turn this property over 
to them for cold cash. So your investment, as I think 
I promised, is a very secure one and any other money that 
you may want to contribute will be securely invested. If 
we continue here we need a new conference hall and a new 
chapel. Whether or not the association will want to in- 
vest in that remains to be seen. Very likely the Mar- 
quette Laymen’s Retreat League will take care of it for 
its purposes. The little chapel which we like so well has 
been up to this year fairly satisfactory, but it is too small 
now, and the same is true of our conference hall. All 
these accomodations are adequate for winter retreats, but 
not for summer retreats. We expect to have two or three 
retreats going on at the same time. The only inadequate 
place for that would be the chapel and then that might be 
made to work for a year or two more by relays in attend- 
ance at Mass. Now, this is information that you may 
have already gathered, but it is what you should have. 
This property will not be given up by the Catholic Hos- 
pital Association unless we choose to do so. No matter 
what the league may want, we shall always be able to re- 
serve it for the conferences of the Catholic Hospital Asso- 
ciation in the summer time. Any group that may want 
control, will have to give us the money we have invested. 
Any question about that proposition? Speak to the clergy, 
speak to the doctors, speak to the raembers of the execu- 
tive board so that we may know what your wishes and 
feelings are in the matter. St. Louis is eager to have our 
convention there next year. I have documents from the 
St. Louis University School of Medicine, the mayor and 
commercial bodies promising us every cooperation for a 
meeting there next year. I might suggest that that meet- 
ing could be had at some different time in the year than 
June provided they can find quarters for the sisters. You 
know what difficulties we had in finding quarters for the 
sisters in Chicago, New York and Philadelphia. All said 
when told they had to have suitable accommodations for 
four hundred, five hundred, six hundred sisters, that they 
could not do it. St. Louis thinks it can. That is a matter 
the executive board will have to consider thoroughly and 
decide. Again, let me repeat, the great middle west where 
the majority of hospital people are, if you divide the 
country into three parts, can always remain here, can go 
to St. Louis, or any other city that will accommodate 
them. And very likely, as I see the future, it will only 
be doing what is fair to have a sectional meeting in the 
east and a sectional meeting in the west. Again, see the 
problem and help us to solve it. We want to do every- 
thing possible that will be of most advantage and least in- 
convenience to the sisterhoods conducting hospitals. You 
realize, of course, the sleeping accommodations—there 
should be another dormitory built here in order to do what 
we would like to do for the sisters. That would mean 
considerable expenditure of money. Therefore, you can 
help us by thinking it over and letting us know what you 
think. The executive board this afternoon will be pre- 
sented with a draft of a new constitution. At the meeting 
in St. Paul, I was empowered to apvoint vice-presidents 
throughout the country and we shall do that this year, 
vice-presidents who will be as helpful as possible to the 
sisters in solving their problems. In other words, we have 
come to the point where the organization must be more 
wide-spread in its activities so that you will not feel so 
dependent upon the central office as you have been in the 
past. With one or two or three more people giving their 
full time, we hope the magazine will be more helpful than 
it has been in the past and all our activities will 
shape themselves in a more complete and organized 
way, reaching to every section of our continent. You 
should help us by your suggestions and you should 
cooperate as strongly as you can with the vice- 
presidents who will be appointed, with’ the diocesan 
directors and state directors of conferences. Now, I must 
not talk too long, because we have a very important pro- 
gram this morning. Let us go right on and if any other 
things occur they can be brought up as they come up. We 
shall now have a paper read entitled “The Soul of Scien- 
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tific Hospital.Service.” We are very fortunate in having 
one to read the paper who has had much European experi- 
ence and has quickly assimulated the facts of American 
hospital life in its scientific sense. Doctor Miloslavich i 
to read-the paper. He has been writing for HOSPITAI 
PROGRESS trying to keep your laboratory work up-to 
date with the latest information on matters concerning 
laboratory service. He is a man who though having live 
in Austria, was born in California. He is going to talk a 
plainly and distinctly as he can, but has requested me t 
say that you must therefore not be surprised at som: 
accent he may have. I know he is going to say some ver 
valuable things. 

Doctor Miloslavich reads paper “The Soul of Scien 
tific Hospital Service.” 

Father Whelan: I do not think the apology of Fathe 
Moulinier is at all necessary for Doctor Miloslavich. Hi: 
gave a very excellent and very thorough paper on th 
three principal units that constitute the modern machinery 
of the modern hospital—the personnel made up of sisters, 
doctors and nurses. We are told that we can judge a 
house by its inhabitants, and this is true of the hospital 
If the hospital is really scientific, we can see that at a 
cursory glance. There is one point that the doctor sug- 
gested than can be made of greater service in the manage- 
ment of the hospital. I think Father Garesché touched 
on it yesterday. It seems to me that the doctors and 
nurses leave all the spiritual touch to the sisters. The 
professor mentioned in his paper the psychic condition of 
the patient and how much the nurse can do. The spiritual! 
element can be exercised not only by the sisters whose life 
work it is essentially, but it ought to be manifested at 
least a wee bit by the doctors, themselves, and, of course, 
by the nurses. The discussion is to be continued by Miss 
Davey. 

Miss Davey, Lincoln, Nebr.: This will have to be 
from the standpoint of the student, because I did not have 
the paper. The first topic is the formal dead routine of 
the hospital. This represses and crushes all initiative. 
In fact, it makes the nurse only a part of the machinery 
of our hospitals today. It is for us then as teachers to be 
always a constant inspiration in our fields. How shall we 
do it? I wonder how many of the sisters enjoyed the 
show last night—how many? I wonder how many 
enjoyed the little talk by Casey. I wonder how many 
thought of their nurses at home, thought how they would 
have liked to hear the singing. The second question 
brought out is lack of skill. I believe that we must create 
in our hospitals an atmosphere, and the way we are going 
to do that is through our own personalities. We must 
have cooperation and appreciation. We must comment on 
little things that the nurses do. At all times we must be 
firm. If so, we will find our nurses responsive. We shall 
also gain their confidence. I might suggest here that it 
would be well in choosing your dietitian or any of your 
teachers to choose somebody young because your nurses 
are young and they like to borrow ideas. At the same 
time you can choose somebody who is capable, that is one 
who has a personality, who has ability to teach, who has 
refined manners and who has a simple way of procedure. 
With these qualifications as a teacher, she will have the 
ability to obtain the greatest efficiency. The next point 
is culture. I think that every one must have a sincere and 
earnest desire for development. Try to create the desire 
for elevating ideals. I wonder if we cannot mention here 
the idea of having in your hospital an auditorium with a 
moving-picture machine, also have the circulating pictures 
which are elevating and educational for your nurses. If 
yon do not do this. your nurses are going to seek eniov 
ment some place else. How many have had that trouble” 
Let me see vour hands. Yes, they will seek their enjoy- 
ment some place else. Under that point I have also the 
greatest proverh in h‘storv—‘“service to others.” What 
is the definition for hanpiness? Happiness is makine 
others hannv, ard that is one of the greatest services in 
the hospitals. The next topic is on art. This touches 
upon the entire service of the hospital because in order to 
have art. we must have feeling and this feeling must be a 
heart’s desire to do the very best within us. We can have 
art in our service. We can have art in the preparation «{ 
our foods, because in the care of the sick, it is always 
necessary to humor them, that is, make things attractive 
:o they will want the food. I have here a suggestion fv: 
a color scheme that might be worked out in the prepar:- 
tion of a breakfast. in the colors of yellow and white. We 
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might have sliced oranges with a pear in the center. An 
egg could also be used here very harmoniously. Then you 
may have coffee or whatever the patient desires. This 
might also be carried out during the year at any national 
yjliday. The butter might be made into a design of the 
American flag. Always comment on it. The nurses like 

Now as to the sisters in the hospital. Sometimes we 
wonder why girls like to go to a Catholic hospital for their 
training. I would like to give here a little illustration. 
At St. Elizabeth’s Hospital in Lincoln there are fifty-eight 
purses in training. Out of the fifty-eight, fifteen or 
venty of the girls are Catholics. Omaha calls most of 
ir Catholic girls because it is the center of Catholic hos- 
itals. Now, I wonder how the sisters have held these 
irls together. I think this is the answer. The sisters 
e the greatest endowment to’a hospital, with their sym- 
ithetic and soothing manner. They act as messengers of 
mnsolation when we are burdened with the problems of 
e 


Father Whelan: There are only a few minutes left 
fore beginning the reports of the committees. Is there 
ny sister who would like to make a remark on any one 
f the four points or all of them? 

Mother Concordia: I have a special point to make. 
do not know whether I exactly agree with Miss Davey 
about having a young teacher for a training school. 

Miss Davey: I did not mean a very young teacher. 
| meant some one who has the personality to win the con- 
fidence of the nurses and who has ideals that would be up- 
l'fting, and one who always has the desire for further 
icarning. 

Mother Concordia: You mean to say a sister or 
teacher who understands that the nurses are young? 

Miss Davey: I think that is very necessary. The 
nurses always love to borrow ideas. They are in the hos- 
pital three hundred and sixty-five days out of the year un- 
less given a vacation which, I think, is very necessary. I 
think the Nurses’ Guild has been a God-send, because it 
gives the nurses some place to spend their vacation. A 
great many of them are from smail towns and would have 
to go back and work for the two weeks. In that way they 
are able to carry through the ideals of the younger people. 
They should have a young teacher, or at least a teacher 
with a young heart. 

Mother Concordia: May I call on our superintendent 
from Kansas City? 

Sister Athanasia, Kansas City, Mo.: I think, too, the 
superintendent of nurses or a teacher must be able, also 
accessible, but I feel that many of our young people would 
rather ask a superintendent of nurses or a teacher who is 
older because she feels they have had experience and I 
think she also has respect for authority and respect for 
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Mother Concordia: I do not think it is so much a 
question of age as it is of understanding. 
"Miss Davey: I agree with you there. Older teachers 
have the experience. A young one has not. At the same 
time, I did not mean a teacher should go into the teaching 
and supervision of nurses without the sisters over her. 
In choosing your teachers, choose one who has an out- 
standing personality, who has the knowledge, and in that 
way you will create an atmosphere in your hospital. 
"Father Whelan: It does not make any difference 

how many years a sister superintendent has if she has a 
young heart. My experience with the nurses is this. The 
great difficulty in selecting a superintendent of nurses is 
to find one who will be a mother to the nurses. Now if 
they can get down to this viewpoint and think of the time 
when they were girls, or the simplest rule of all would be 
whenever you wish to say something to the nurse, it is 
better to call her aside and give her a little advice. The 
lesson will sink more deeply. If you make this a principle 
that whenever you wish to call attention to any defect, 
always put yourself in the place of the nurse and think 
of what vou would like to be told. 

Mother Marie: I quite agree with Father Whelan. 
I would like to hear from Miss Geraghty. Miss Geraghty 
was at one time, I think, president of the Dietetic Asso- 
ciation and she is in position to tell us about centralized 
service and the duties of the dietitian where there is only 
one in the hospital of about two hundred beds. Can she 
tuke care of the teaching, direct the diet, and direct the 
chef? ; , 

Miss Geraghty: I wish first to correct the impression 
that I have been president of the Dietetic Association. I 





have been president of my state district but never national 
president. The central service is one which we have tried 
out in many places, especially at Mercy Hospital in Pitts- 
burgh. I have had the privilege of seeing the service go 
through there. It is very interesting to see these trays 
sent up to the various floors, and see them served to the 
patients. It is well worth while to make a special trip to 
Mercy Hospital to see this service. The different types 
of centralized service are dependent upon the institution. 
At Mercy Hospital in Pittsburgh they have a main kitchen 
where the trays are set up and sent up to the floors on 
carts. Beverages are sent up in bulk. Tea and coffee are 
served after they reach the floor. The trays are carried 
immediately to the patients. It is the finest service F have 
ever seen. In various parts of the country they have 
tried some. make-shift or some other type of central 
kitchen, but the service at Mercy Hospital seems to be 
the most satisfactory. The duties of the dietitian are to 
meet the conditions needed in the hospital and to fit the 
patients and the personnel. Remember that the patients 
are ill and would be given every attention at home. Re- 
member when you are sick you do not want the regular 
run of meat and potatoes, and you do not want to feed 
the patients the same thing just because they are all in 
the same ward. The teaching should be carried on by the 
dietitian. Whether she can do that in a two hundred bed 
hospital depends on the hospital and the dietitian. I do 
not think she can do a very creditable job where she has 
to supervise the kitchen, teach the students and manage 
the special diets. How many assistants she will need will 
depend on the amount of education you are giving the 
nurses. You will have to have one person teaching the 
nurses because present day nursing education demands 
the practical with the theoretical and she cannot do this 
if she has too much to do. The nurses, too, should be 
taught something more than how to put up salads for the 
private patients. They should be taught to care for the 
sick scientifically. They cannot go ahead and do things 
without full instructions. A full-time dietitian is needed 
in the kitchen. In the Catholic hospitals where many of 
the departments are organized so that the dietitian has 
nothing to do except teach the student nurses, that can be 
done perhaps better by one person, and can be carried out 
much better in the kitchen than in the classroom. 

Father Gehl: Going back to the doctor’s paper, in 
regard to “Culture in Mind and Manner of the Whole 
Personnel,” I would like to take exception to a suggestion 
in regard to having moving pictures for the nurses. I do 
not think that the hospital can offer the type of moving 
pictures that they want. I believe that it is a waste of 
money to give pictures to the nurses, because they want 
the type of pictures shown in the best movies in your 
cities. They want the music. So, sisters, I do not think 
we can give the nurses “suitable enjoyment.” They want 
the various types of entertainment that go with the mov- 
ing picture of today. Naturally, we should have a mov- 
ing-picture machine in our hospital so that if any one 
coines along to give a lecture to the nurses, we can 
accommodate them, or for a few Catholic pictures. Other- 
wise your type of Catholic girls want something else. 
They will not be satisfied. I have had some. experience 
with the University of Wisconsin. Our pictures are not 
satisfactory at all. They grow tired of them. 

Father Garesché: There is one thought I would like 
to emphasize regarding the training of the personnel, that 
is, we are all pretty well agreed on the requisites of a good 
training. but are we all willing to pay the price of intro- 
ducing these things? We know there are two types of 
minds—the wish and the will to do a thing. The wish is 
not sufficient; you have to be willing to pay the price—in 
thought, in time and in money. The other elements of 
hospital work press upon us for attention. The material 
side is getting so complicated that it is necessary to take 
care of it. But how much effort is being put forth to 
carry out the spiritual atmosphere in the hospital? The 
effort means the giving of time, thought and money. 
There should be a sister appointed to take care of these 
things—the books, the lectures, the conferences, the pic- 
tures, and these are the means for training and educating. 
Inspiration must actually be provided. These things will 
only c»me with success at the expenditure of effort, time, 
thought and money required for them, and you will only 
get proportionate results for the effort expended. There- 
fore, if you want to get a thing you have to pay the price 
for it. I am sure your practical minds are considering 
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how you are going to set yourself up to that degree of 
interest, that you will give the time and effort and money 
= to introduce these higher elements into the hos- 
pital. 

Father Mahan: I would not like to see this discus- 
sion close without some remarks upon Doctor Miloslavich’s 
very fine paper. I listened to that paper attentively— 
every word of it. I am trying to keep in my mind his 
characterization or picture of the physician—the scientific 
physician. I wonder, then, if you will consider me rash 
in saying that not ten per cent of our doctors measure up 
to the ideals of the scientific doctor. We can readily 
prove a statement of this kind from the fact that we have 
little literature, very little from our Catholic hospitals, to 
prove that there are real scientific doctors in the hundred 
per cent sense that Doctor Miloslavich painted for us here. 
That is not criticism, and it is not condemnation, but I 
would be sorry to see the doctor’s discussion go by without 
having planted in our minds deeply and truly that picture 
as the starting point. We realize that our association is 
a creative association, that is its sole purpose—creative, 
productive, progressive, giving something to the world. 
There has been painted in that paper of Doctor Milo- 
slavich’s a picture of the scientific man that I wish all 
would study, meditate on, until the picture becomes clear 
and prominent in our minds. Out of that will come the 
realization of a medical personne! in our hospitals with 
this scientific attitude. Doctors who are practicing medi- 
cine even under the best of circumstances fail to come up 
to the standard. We know it from the difficulties that 
have been raised with regard to records—how can we get 
them, and so on—absolute proof of the utter absence of 
anything like the scientific view-point. It is a situation 
that has grown and has many justifications, but you 
sisters are the creative forces. If you are not, we have 
nothing in our Catholic hospitals. 

Father Gilbert: In regard to the committee reports, 
I shall be very brief, because we have practically only ten 
minutes. I shall give the report of the Dispensary Com- 
mittee now, whose chairman, Miss Beatrice McEvoy, re- 
signed. 

Report of the Pediatric Committee then read. 

Report of the Obstetrical Committee then read. 

Report of Nominating Committee read by Father 
Whelan. 

It was moved and seconded that this report be 
accepted for the group now present and submitted to the 
next group for final acceptance. Motion unanimously 
accepted. 

Father Moulinier: Before saying a word about the 
committee on the constitution and by-laws, I want to 
assure you that every effort will be made in the office to 
secure whatever valuable information there is in the com- 
mittee reports that have not been presented, and let me 
here again bring to your minds and try to have you seri- 
ously resolve to do better in your committee work. 
Sisters, mothers provincial, mothers general, and the indi- 
vidual sisters, must realize the serious obligation of mak- 
ing these committees function. You saw from the reports 
that have been made what valuable information you are 
getting. Again we are just at the time when that infor- 
mation will profit you either through circulars sent to 
the hospitals or through departments to be developed in 
regard to each committee in HOSPITAL PROGRESS. 
Once more, this is the deepest, the most serious, and far 
reaching work we have to do and we want to help you. 
The committee on constitution and by-laws, as you observe 
in your program on page 13, is made up of the president 
as chairman of the association and the members are the 
other officers of the Catholic Hospital Association and 
members of the executive board appointed by the presi- 
dent. That means that you will get a written copy of the 
constitution as finished off by this committee which will 
meet once this afternoon and again perhaps on Saturday. 
In fact a third meeting will very likely be necessary to 
shape up a constitution that will satisfy the growing de- 
velopments and needs of the association so I make this as 
a verbal report without giving you anything more definite 
now, but promising you something more definite soon. 

Father Mahan: Mr. Kneifi has been so over-burdened 
with his duties that it is impossible for him to spare the 
time to vo over with the auditing committee the subject 
matter of the report so that will have to be deferred. 

Father Moulinier: This, too, will be presented in 
writing to all the hospitals so that they will know just 
what the financial condition of the association is. I have 
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been urging Mr. Kneifl, but we get only a part of his time. 
He has so many things to do as he is a teacher in the Col- 
lege of Engineering and in the School of Economics. He 
taught hospital accounting to the sisters in the College of 
Hospital Administration three hours a week last year and, 
therefore, you must realize that he has done very much 
for us. He has nearly all of his accounts in shape and 
you shall get them in very good form. If the auditing 
committee can meet before the end of the week, we shall 
have the report then, if not, the reports will be taken care 
of and submitted to the executive board and then sent to 
the various hospitals. I can assure you that our account 
is fairly healthful, but, of course, I would not be able to 
give you the exact figures. 

Father Garesché: Read the report of the Resolutions 
Committee which was accepted. 

Father Moulinier: I might remark that the resolu- 
tions will be presented to the next conference and I think 
we will have more, and we shall certainly have the ap- 
proval of the next meeting of these very fine resolutions. 

Father Whelan: Has anyone any further remarks to 
make? 

Father Moulinier: It is hard for me to refrain from 
saying things. I want to call your attention to the 
“Patient’s Book” by Father Garesché. There are copies 
in the office. It is a book that you ought to get acquainted 
with and which you will want in your hospitals. You will 
want it in proportion to the number of patients you have. 
You know I am not given to flattering Father Garesché, 
but this book I know is one that you will all want for your 
patients. I know every doctor will want it put into the 
hands of his patients. I am sure every nurse will be de- 
lighted to see it. Therefore, I know every sister will 
want it. Get acquainted with the book. Incidentally, 
Father Garesché has been kind enough to give the book to 
the Association. The profits will therefore come to your 
association and will be put to your credit in the bank or 
devoted to the expenses of your association. It is the first 
of its kind in the world. It is intended to adjust the mind 
of the patient, the spirit and soul of the patient, to what 
you are aiming to do for him in the hospital. It is a very 
splendid thought beautifully carried out. Again let me 
say a word about the library for those of the first confer- 
ence who will not remain for the second. You will notice 
just ahead one or two papers and discussions that we have 
the report of the Library Committee. We have made the 
chairman of that committee Sister Rose of St. Benedict’s 
College in St. Joseph, Minnesota, because at the meeting 
of the Minnesota Conference which was held at that col- 
lege, I came to know her and to see her work. It was so 
splendid to my mind and so easily adaptable to hospitals 
that I said to her, “Will you help us?” Father Garesché 
has been urging the reading of books so I thought here is a 
very wonderful sister who has a wonderful central library 
for her whole community and is the director of the reading 
of all the community sisters. She has a splendid selec- 
tion of books. She has a card record of every book she 
has and of every book that every sister reads. She ad- 
vises the sister during the summer time and then sends 
her way off in her little country school the kind of book 
that she wants or ‘that the sister thinks she needs. She 
has devised a cover which she uses to prolong the life of 
the book. The books are sent by parcel post so that there 
is not the remotest group of sisters that is not constantly 
having a supply of inspiring and healthful books. Have 
you ever heard of anything so simple and vet so beautiful 
and helpful? Every hospital and every other community 
could do the same. I had hoped to have the sister here. 
She has written a very nice account of her work for HOS- 
PITAL PROGRESS. Is it all clear? A central library 
at the motherhouse there. Apply it to your own hospital: 
put some one in charge of it and then have a careful 
follow-up with each sister, each nurse. The same thing 
can be applied to the doctor and the intern so that you wil! 
soon develop a reading hospital—a hospital with a reading 
personnel. God knows we need it. We are not reading 
enough and keeping our minds alert and moving. so take 
note of it. The matter will be brought up again at the 
next conference. I am sorry we have not enough copies 
of the Bulletin of the College of Hospital Administration 
for all to take as many as they want, but they will be sent 
to all the hospitals. Then. avain, Maior Fitzvatrick’s 
article that is published by the College of Hospital Admin 
istration. Take it home with you. I think there are 
enough in the office for each one. 

Meeting adjourned. 
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ST. FRANCIS HOSPITAL, PITTSBURGH, PA. 


A Study of Four Different Hospitals Conducted 
by Distinct Religious Orders 
III. St. Francis Hospital, Pittsburgh, Pa.. 


Sister Mary Helen Ryan, Head of Social Service Department, Mercy Hospital, Baltimore, Md. 


was established in the United States in 1855, in 

the city of Philadelphia, when the Venerable 
John Nepomucene Neumann invested the three pioneer 
members with habit. In 1896 the 
motherhouse was removed to Glen Riddle, Pennsy!- 
vania. A foundation was sent from Glen Riddle to 
Buffalo, New York; in 1865, this house in its turn sent 
a colony of sisters to found a house at Mount Alvernia, 
Milvale Station, Pittsburgh. The sisters of this last 
community are in charge of St. Francis Hospital. The 
works undertaken by the Franciscan Sisters include: 
education in colleges, high schools and parochial grade 
schools; care of the sick in hospitals and homes for the 
insane; boarding homes for working girls; orphan 
sylums. 

St. Francis Hospital was opened in 1865 in a small 
frame building on Thirty-seventh Street, Pittsburgh. 
In 1868, the hospital was granted a charter by the state 
of Pennsylvania. The year 1871 witnessed the first 
step toward expansion when a building, the nucleus of 
the present hospital, was erected. In the original 
quarters, a department for psychopathic patients was 
established; to this was added in 1890, the present 
psychopathic building. The expansion of the hospital 
kept pace with the years, until, at present, its capacity 
numbers 600 beds. 


T- Congregation of the Sisters of St. Francis 


the Franciscan 


An event memorable in the annals of the hospital 
was the epidemic of small-pox which prevailed in Pitts- 
burgh from 1866 to 1872. To prevent the spread of the 
disease, the sisters directed all their efforts toward the 
isolation of affected persons, and out-buildings on the 
hospital premises were fitted up for this purpose. Not 
fewer than 200 smali-pox victims were cared for, with 
such success that the rate of mortality was compara- 
tively low. 

St. Francis hospital is a private institution. The 
state appropriation for the two years 1923-1924, was 
$128,000.00, subject to change. 

The hospital capacity includes 142 private rooms, 
eight semi-private, and 450 ward beds. 

Fifty-six sisters are employed in the hospital, of 
whom thirty are graduate registered nurses. 

Five graduate registered nurses are in charge of de- 
partments. 

The staff of visiting physicians numbers forty-five. 

The number of resident interns is eighteen. 

The out-patient staff numbers twenty-seven. 

The hospital is affiliated with the University of 
Pittsburgh Medical School. 

The Roentgen Ray Department 

The Roentgen Ray Department consists of six large 

rooms on the first floor. To the right of the hall with 

















CHILDREN’S WARD IN ST. FRANCIS HOSPITAL, PITTSBURGH, PA. 


an entrance at the middle, is a large, high-ceilinged 
Under- 


neath the view boxes are conveniently sized bins, labeled 


room with view boxes along one entire side. 


with the names of the staff. 

Each morning as the previous day’s work is com- 
pleted, the films are labeled, placed in heavy paper 
envelopes, and stored in the bins for ready reference. 
Every two weeks these bins are emptied—the films being 
filed alphabetically in fire-proof steel cabinets at one end 
of the room. At the opposite end of the room is the 
stereoscope, so that all the viewing devices are conveni 
ent to each other. 

Desks for the roentgenologist and technician, with 
telephones, filing cabinets, ete., complete the office 
equipment. 

Directly across the hall from the office is the radio- 
graphic room proper. In it are located three dressing 
booths, a lead-lined booth for the operators, the radio- 
graphic and Bucky diaphragm tables, stereoscopic plate 
A sink with hot 


smal! 


changer, tube stand and accessories. 
and cold water makes a valuable addition. A 
radiographic unit is placed over one dressing booth and 
is of sufficient size to do routine radiography. 

To the left of the radiographic room is a second 
apartment of the same size, having an entrance into the 
radiographic room and a separate one into 
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A wooden table 
stand with accessories com- 


tected by a lead-lined booth. 
and treatment 
plete the urologist’s outfit. 

To the right of the radiographic room, 
and having a separate entrance from th: 
main hall is a group of three rooms con- 
nected by wide doors. The first is used for 
fluoroscopy and radiography. It contains ar 
upright and a horizontal fluoroscope, two 
Th 


second room contains the third radiographi 


chairs, a linen closet and a lavatory. 


transformer enclosed in a leaded booth, a 


Cole table 
and a large table to hold a reducing.camera 


with its accessories, two chairs 
An eve localizer fitted to a small table wit! 
casters, is also stored here but is used in con- 
The 


third apartment of the second group is the 


junction with the radiographic table. 


It opens into the middle roon 
It con- 


dark room. 
of the group but is protected by a light trap. 
tains a sink, developing tank, drying rack, shelves for 
storage of films and chemicals, film holder racks, and 
long, wide shelf for a work bench. 


Laboratory Equipment 
Main Floor 
Office : . 
a desks, Two typewriters, Three filing cabinets. 
Library: 
Current Medical Journals and standard textbooks. 
Bio-Chemical Laboratory : 
Van Slyke blood gas apparatus (3), One spectroscope, One 
Harvard balance, Two desiccators, Two Dubosque colorimeters, 
One analytical balance, Two water baths, One air and vacuum 
pump, One electric hot plate, One gas hot plate. 
Clinical Microscopy Laboratory: 
One centrifuge, Two microscopes, One Helige colorimeter. 
Students’ Laboratory: 
Four microscopes, Two centrifuges, One desk. 
Stock Room: 
Glassware, etc. 
Second Floor 
Bacteriological Laboratory : 
Five microscopes, Three mechanical stages, Dark ground con 
denser, One Abbe test plate, Four water baths, One camera 
lucida, One nitrogen microscope lamp, One bitumi binocular 
stereoscope, One microscope light condenser, Three centrifuges 
One blast lamp, One inspissator, Four Harvard balances, One 
electric mechanical shaker, One analytical balance, One auto 
clave sterilizer, One Arnold sterilizer, One hot air sterilizer, 
Three incubators, One American “Still,” One Barustead 
“Still,” One Pyrex “Still.” 
Above equipment also used in Serological Department. 
Stock Room: 
Chemicals. 
Director's Office: 
One desk, One Zeiss microscope. 


Third Floor 
Pathological Department: 
Two microscopes, Three microtomes, One slide warmer, One 
paraffine oven, One incubator, One water bath, One section 
tiling cabinet, One analytical balance, Complete autopsy in 
strument outfit, One Harvard balance, One Fairbank balance 
Museum outfit. 








the hall, so that each section can be used 


the The latter 


and pyelo- 


independently of other. 


serves two purposes—therapy 


graphy. The small unit in the radiographic 
room by means of overhead tubular system 
supplies the current for the urologist tables. 
By means of the overhead system the cur- 
rent is carried to the two tables. Instrument 
cabinets, sterilizers and tables complete the 
urologists outfit. 

On one side of the room the therapy ma- 











is enclosed in a booth to eliminate 


Here, too, the operators are pro- 


chine 
noise. 


NOSE, THROAT AND EYE OPERATING ROOM, ST. FRANCIS HOSPITAL, 
PITTSBURGH, PA. 
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SHOP FOR THERAPEUTIC OCCUPATIONS, ST. FRANCIS HOSPITAL, 
PITTSBURGH, PA. 


Fourth Floor 
Animal Quarters: 
Sheep, Guinea pigs, Rabbits, Rats, Mice. 
The Laboratory Personnel 


meseseen fF Eapereeeree—C(ién wh wwescvie'crc'snce M. D. 
Chief of Biochemical Laboratories ==... kk ee eee eens M. D. 
Chief of Clinical Microscopy «lhe cccecccccuces M. D. 
i i ea a i ng M. D. 
mecpeems Pathologist £358 8 ——_—sbweccccccecccons M. D 
Resident Bacteriologist Lever rT TTT = 


Technician (Pathology) 

Technician (Cytology) 

Technician (Biochemistry) 

Technician (Serology and Bacteriology) 

Technician (Pathology) 

Technician (Biochemistry) 

Technician (Serology and Bacteriology) 

Assistant Technician 

Librarian 

Record Clerk 

Stenographer 

The Building 
The laboratory building, completed in 1916, is 

quite large, and is an ideal structure. It is located across 
the street from the hospital and is so constructed that 
daylight enters from all sides, lending a cheerfulness 
obtainable in no other way. Connection with the hos- 
pital is secured by an underground tunnel. The dimen- 
sions are 138x42x60. The laboratory is of brick facing 
and fireproof construction, and has, with the ground 
floor included, five floors. The rooms are 
plentiful but still not in excess, numbering 
about thirty-one. The elevator, heating and 
refrigerator systems are excellent and thor- 
oughly modern. The rooms are for the 
most part designed for special purposes, such 
as for Chemistry, Bacteriology, Pathology, 
Clinical Microscopy, Serology, Media, Glass- 
ware, Postmortem, Lecture, Museum, Ani- 
mal Operating and Paraffine. . Electricity, 
gas, hot and cold water, air and vacuum are 
supplied in practically every room in a way 
accessible for any kind of work, by means of 
wall sockets and cocks. Droplights over the 
work-benches glide on wires and can be ad- 
justed to any length or position. Most 
rooms, in addition to an ordinary sink, have 
at least one staining sink in the work-bench. 
The radiators are placed away from the 
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latter, thus avoiding unpleasant overheating 
at the working point. Roomy corridors run- 
ning through the length of the floors, are 
supplied with telephones and megaphones. 


The windows are numerous and can be 





swung in or out as well as raised or lowered. 


The floors of the rooms are covered with 





battleship linoleum, while those of the cor- 
ridors, postmortem room, basement .and ani- 


mal quarters are of terrazzo, marble or 








cement. Several flexible cases containing 











cupboards and drawers of a uniform model 
are provided in each room. 

On the ground floor is the mortuary of 
the hospital, the engine room for the labora- 


tory, the large classroom for the junior 





medical students of the University of Pitts- 
burgh, with which the hospital is affiliated, 
and a photographic room with a small dark 
developing compartment. This floor connects with the 
basement of the hospital by means of a large subway 
under the street, so that there is ready access to the 
hospital. 

On the first floor, are the library, laboratory office, 
two rooms for the biochemistry department, a senior 
medical students’ laboratory, the interns’ laboratory, a 
store room, and at the end of the corridor a large re- 
frigerator. 

The second floor 1s designed for bacteriology and 
serology. It has the director’s office, the colloidal gold 
room, specimen collection room for patients, serology 
room, glass and apparatus room, large bacteriology 
room, culture media room, store room, and a large re- 
frigerator as on the first floor. 

The third floor is devoted chiefly to pathology but 
also has a large lecture room and an animal operating 
room. In addition, there are the large postmortem 
room, tissue preparation room, section filing room, 


paraffine room, colloidin room, museum mounting room, 
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store room, locker and lunch room, a si1ower opposite the 
postmortem room, and a smaller refrigerator in the 
corridor. 

The fourth floor constitutes the animal quarters 
and consists of four rooms with a large roof promenade 
for exercise and freedom of the animals. 

Each department and room is fully equipped with 
the materials necessary to carry out the work for which 
it is designed. During the last two years much new 
equipment was added in every department and there is 
still some expensive apparatus to be obtained. The de- 
mand for these has thus far not justified their purchase. 
Reference is made to refractometers, polariscopes and 
photomicrographic apparatus of modern types. The 
present equipment is more than adequate, and is, in each 
instance, of the very best grade available. 

The Museum 

The museum of the laboratory had not developed 
beyond the mere storage of specimens. Many specimens 
were previously supplied to the Medical School of the 
University and this is still done when the need is in- 
dicated. In 1921, a large expensive supply of museum 
jars was purchased, and more were added in 1922. The 
museum is now well on its way to merit the name. 

The Personnel 

Six technicians are employed with six physicians 
and two interns. Three of the technicians are sisters— 
two in the Bacteriology and Serology departments and 
one in Biochemistry and Records. One technician, who 
has been in the hospital laboratory for thirteen years, is 
employed in the Pathology Department, and has as an 
assistant a woman technician who also works with the 
sister in the Biochemistry Department. Another ex- 
perienced woman technician works in the Bacteriology 
and Serology Departments. 

Three full-time physicians take care respectively of 
one main branch of the work—Biochemistry, Bacteriol- 
ogy and Pathology—with supervision by a fourth, the 
‘lirector. These three younger physicians are assisted 
and advised by three more experienced men, two of 
whom are part-time and the other the director, the two 
part-time men being concerned one with Biochemistry 
and the other with Clinical Microscopy. Each is pro- 
fessor of his respective subject, and the director is assis- 
tant professor of Neuropathology in the Medical School. 
It should be noted that urinalyses are done by the hos- 
pital interns on their own cases, and these are under the 
direction of the professor of Clinical Microscopy. 

The two laboratory interns serve six weeks, their 
work being equally divided by three weeks’ alternating 
service in each half of the work. 

Not concerned with the actual laboratory technical 
work, but quite as busy and efficient are three laboratory 
stenographers and recorders, one of who functions also 
as librarian. 

The laboratory is further constantly used by the 
hospital interns, for whom there is a special, large, fully- 
equipped laboratory room on the first floor for Clinical 
Microscopy. 
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Two janitors are employed. 
The Laboratory Committee is made up of three staff 
physicians from the hospital. Its function is a purely 
advisory one. 

Laboratory Records 

The work here is strenuous and exacting, and could 
not be accomplished if it were not for the distribution 
of some of the laboratory recording among the various 
workers in the different departments. The recorders 
enter the diagnoses on the patients’ charts through the 
hospital, file and index them in the laboratory, and type 
every surgical specimen and three copies of every post- 
mortem. Three copies of postmortems are made in 
order to supply one for the laboratory record volume, 
one for the hospital chart, and one for the Medical 
School. Complete tissues from every postmortem are 
also supplied the latter for microscopic sectioning. 

The library has been reorganized, and a librarian 
appointed whose function is the usual one. 

Teaching 

The medical students’ laboratories which were scat- 
tered irregularly throughout the building have been con- 
centrated into one large, ideal room on the ground floor 
which was remodeled to suit the exigency. This room 
is used by the junior students in clinical microscopy. 
A sufficiently large and properly equipped room on the 
first floor, is used by the senior students as a special 
clinical laboratory for use in the study of their assigned 
cases. 

Pathological material is demonstrated in several 
ways and, as has already been observed, three of the 
laboratory staff are actively engaged in teaching at the 
Medical School and in the laboratory. 

The nurses’ courses in laboratory work are given 
in the laboratory and are made as clear as possible by 
direct contact with the work as well as by didactic lec- 
tures. 

Research 

The laboratory staff possesses undoubted experi- 
ence; nevertheless the laboratory routine was under- 
taken in a spirit of critical analysis for the purpose of 
determining wherein it might be improved in the light 
of more recent advances in technique. Uniformity of 
method and results can only be attained by standardiza- 
tion if that is possible. Comparable results are impos- 
sible without uniformity. Many methods or tests have 
never really been standardized so that a reliable tech- 
nique must be evolved and adhered to. This is easier 
said than done, particularly when many different 
methods are advocated. The latter must be acquired 
and then only evaluated and compared with one another. 

Much of the time was occupied in this very funda- 
mental work. From the results of this research, the 
laboratory has adopted certain methods as standards of 
routine which are supported not only by the experience 
of the originators and this laboratory, but also by com- 
parison with many other methods for the same purposes. 

With this type of research some further original 
work was done but not on any large scale. It is hoped 
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that now it will be possible to undertake this 
kind of work with greater earnestness. 
1921 1922 1923 
ES, 6 iintan i snsiinnnnenas 17,617 21,900 12,588 
Bacteriological Examinations... 3,821 4,117 7,182 
Blood Wassermanns ........... 3,807 4,305 4,611 
Surgical Specimens ............ 1,757 2,018 2,335 
Biochemical Tests ............. 508 1,719 3,063 
Spinal Fluid Wassermanns...... 856 794 715 
Colloidal Gold Tests............. 856 7 715 
Gastric Analyses ............... 322 250 27: 
Phenolphthalein Determinations. 200 323 262 
Faeces Examinations ........... 2 140 198 
DMBOBEEED 0c ccccsecceccccvaceccs 87 99 87 
Miscellaneous Determinations... 2 66 355 
Agglutinate Ppt. ..............-- eee o29 401 
Special Complement Fixations.. 46 23 9 
DORE oc ccccasccessssisceessc Oe Ge ae 
Training School 
A Training School for Nurses was 
organized in 1902. The superintendent is a 
sister, assisted by two lay instructors. The 
Nurses’ Home at present is not large 


enough, and a new building will be erected 
in the near future to accommodate the in- 
The number of nurses in 
They receive for incidental 


creased demand. 
training is 160. 
expenses $5.00 during the first year; $8.00, the second. 
and $10.00, the third. 

The state of Pennsylvania has no law governing the 
educational requirements for entrance to the training 
school. The hospital requires the completion of one 
year’s high school work. The average number of gradu- 
ate nurses on duty daily is about fifty. 

Psychiatric Department 

A four story building adjoining the hospital is de- 
voted to neuro-psychiatry. The capacity is 225, includ- 
ing both private rooms and wards. The nurses receive 
a course of training in mental diseases. One sister is 
in charge of the department, with a sister on each floor. 
The number of nurses assigned to night duty in this 
building, is supplemented by three sisters. 

Social Service Department 

The hospital’s Social Service Department was estal- 
lished in 1918 by the Sisters of St. Francis. The 
annual amount required to finance this department is 
about $4,000.00. 

The ex-service men in the psychopathic building 
have their own social worker. 

Two paid workers who have had several years’ ex- 
perience are employed in this work. The patients are 
referred for treatment from the Out-Patient Depart- 
ment, and from the hospital wards by those in charge. 
In addition to these sources, patients are received from 
outside agencies. 

The total number treated since the organization of 
the department, follows: 


Y Number of Patients 
i: ¢h.tbeebeoansdeensssoneeeeews 436 
, eee errr 548 
Dh c6ekektdinds heengnseesooeus 643 
Bh 60960950 becnnenctecsicnnnce 748 


Cooperating agencies: Catholic Charities, Asso- 
ciated Charities, Public Health Nursing Association, 
City Charities, International Institute, Childrens’ Ser- 
vice Bureau, Kingley’s Association, Red Cross, Salva- 
tion Army, Immigration Bureau, Improvement of the 
Poor. 








REAR VIEW OF LABORATORY BUILDING, ST. FRANCIS HOSPITAL, 
PITTSBURGH, PA. 


In the psychiatric department, the nursing of the 
mentally ill invites all the knowledge that the science of 
nursing provides. Occupation is of great importance in 
mental disease. In the early stage of lost ambition and 
interest, patients are encouraged by finding themselves 
able to learn new things; they are, therefore, taught to 
concentrate their attention for a given time, thus cor- 
recting the restlessness and instability so frequently 
seen. 

This occupational treatment is of further advan- 
tage where “voices” is the predominating complaint. 
New duties and new surroundings in the classroom 
create in the mind new thought channels; thus the 
“voices” are sometimes obliterated, or at least sub- 
merged. 

Even where marked dementia develops, patients 
can be taught to work, and although they perform the 
actions mechanically, nevertheless their energies are 
directed into a more useful channel, and they are con- 
tented in their surroundings. 

Vocational Therapy is in charge of two trained 
workers. Classes are conducted in weaving and basket 
making. A well-equipped carpenter shop where toys, 
chairs, stoves, chests, and various other articles are 
turned out helps to while away the hours and to fit the 
patient for future work. 

Following is a monthly report of treatments given 
in the physio-therapy department: 


Physio-Therapy Department 


March, 1924 Women Men 
Baths, Electric Cabinet...............-s+se0: 91 61 
WOERG, CORMIRBOED cccccccccccccoccccccccoces 256 21 
Baths, Medicated .......ccccccscccccccsccess 6 al 
DOBCMSS, NOGEIS ..cccccccccccccccccccecscces 170 122 
Douches, Scotch ........cccccccscccecesseees 39 13 
DIOTERGE, DOD cccccccccccccccccecssescesecess 170 108 
Douches, Bedett ..........cccccccecccneeeues 7 - 
Dt PD cine gcnnnnteshesoounseoeeneensset 71 7 
DE TEER Sncccacceséoccocesacoeseseesnseees 10 13 
BURGERS, GOMOTEE ccccccccccccccccccecccocece 79 39 
DEED, EEE cncccpcccceesendoccecesecosss 58 90 
Electricity—H. F. Diathermy............... 16 58 
Wee VESRES TRGB s cc cccccccccccesccecesseccce - 11 
ERM cncccecdeguocecceccccnesescecocesseses 49 186 
Medical GymmasticsS ..........0ecsceeeseeees 135 97 
WOE, wccccoccecdcsccoceccaseccescccccess 1,157 836 
Total treatments to house patients................ i 1,993 
Total treatments to ambulatory patients............... 144 
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Total number house patients—Women 
Total number house patients—Men 


Baths, Electric Cabinet 
Baths, Continuous 
Baths, Sitz 

Douche, Needle 
Douche, Scotch 
Douche, Fan 
Douche, Bedett 
Rubs, Alco . 

Rubs, Salt 
Massage, General 
Massage, Local 
Elec. Diathermy 
Ultra Violet Rays 
Bakings 

Medical Gymnastics 
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Total number of house patiente—Men. 
Total number of outside patients 
Out-Patient Department 

All services are covered, the major clinic being the 
medical service. Patients from this department have 
the same use of the laboratories, X-Ray Department, 
Electrocardiograph, Hydrotherapy, massage, baking, 
etc., as the patients admitted to the hospital. The total 
number treated during the year was 15,951. 


X-Ray Examination of the Lower Extremities 


Jas. M. Kelly, M.D., Omaha 


OR radiographic purposes the shape of the foot 
may be compared to a triangle, with the apex of 
the triangle represented by the toes and the base 

of the triangle at the ankle joint or through the tarsal 
area. This variation in thickness of the foot renders it 
practically impossible to take a satisfactory radiograph 
of phalanges, metatarsals and tarsals all on the same 
plate. 

For this reason we will consider the foot in three 

First, the toes (phalanges). 
Third, the tarsals. 


different units as follows: 
Second, the metatarsals. 
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FIG. 37. ANTERO-POSTERIOR POSTURE FOR 
PHALANGES AND METATARSALS. 

If the staff realized these technical difficulties they 
would be more careful in specifying exactly which bone 
or which part they wish to have x-rayed and not request 
an x-ray of an ankle when they mean the foot or vice 
versa or as is commonly done, request an x-ray of the 
foot when they really mean only the large toe. 

The technique for the x-ray examination of the 
toes is very simple. The usual views are: 
1, Antero-posterior (Fig. 37). Place patient on 
table as illustrated, placing cassette on angle board and 
tilt cone so that the x-rays strike at right angle to the 
film. When the patient assumes this posture on the table 


care should be taken to keep his body from any con- 
Figure 


37a represents an x-ray picture taken in this position. 


tact with the high tension wires from overhead. 





FIG. 37A. ANTERIOR-POSTERIOR PICTURE OF PHALANGES 
AND HEADS OF METATARSALS. 


This 


also be 


38). 


the 
for lateral 


2. Lateral (Fig. with 


foot elevated 


posture 
ankle and used 


ankle or lateral foot when one wishes a lateral with the 


may 











FIG. 38. POSTURE FOR LATERAL VIEW OF 
PHALANGES AND METATARSALS. 
(Cone is centered a little too high.) 
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inner surface against the film. Figure 38a represents picture taken as illustrated in Figure 39 and shows the 


a lateral x-ray picture of the phalanges. impossibility of including the phalanges, metatarsals 





and tarsals in a single x-ray film. Some part must 






necessarily be over-exposed or under-exposed whenever 






these extremes in density are encountered. Separate 






pictures for the different areas must be taken if diagnos- 





tic results are to be obtained. Figure 40 represents a 






picture of the foot of a dry skeleton showing an oblique 






view from the outer side, upper surface. 
















FIG. 38A. X-RAY PICTURE RESULTING FROM POSTURE 
ILLUSTRATED IN FIG. 38. 















3. Various oblique views of the phalanges may be 
obtained by varying the positions similar to those de- 






<cribed in the hand and finger area. 






The technique for the x-ray examination of the 






irsals and metatarsals is rather complicated and con- ‘ a ( 






iderable experience and good judgment are required 






for the good work in this area. The usual views are: 














FIG. 41A. 
POSTERO-ANTERIOR 
PICTURE OF THE 
OUTER META- 

FIG. 41. POSTURE FOR POSTERO- TARSALS AND 
ANTERIOR PICTURE OF THE FOOT. TARSALS. 
(This is an essential view of the bones 

of the foot.) 








i all 





















2. Postero-anterior (Fig. 41). In this posture 






the patient lies face downward on the table, foot slightly 






1s 


elevated and resting on the angle board. The le; 






steadied by means of sand bags and the cone should be 






tilted so that the central ray strikes the film at a right 






angle. By tilting the cone laterally or by twisting the 






FIG. 39A. ; ; , ae 
X-RAY PICTURE RE- foot to either side affords an excellent position for tak- 
SULTING FROM : ‘ aes ; 
FIG. 39. ANTERO-POSTERIOR POSTURE EXPOSURE IN ing various angles of the different tarsal and metatarsal 

FOR TARSAL AREA. FIG. 39. 













bones and stereoscopic pictures in any of these positions 






are a great help in diagnosing some of the obscure bone 





1. Antero-posterior (Fig. 39). The posture is the 





same as for the A. P. view of the phalanges except that and joint diseases of this area. Figure 4la is an 





the tube is centered over the tarsal area and the film is oblique postero-anterior picture of the outer group of 





tarsals and metatarsals. 





placed under the tarsal bones. Figure 39a is an x-ray 












The Maritime Conference of the Catholic Hospital 
Association of the United States and Canada will hold 
its annual meeting at Halifax, Nova Scotia, September 
Ist, 2nd, and 3rd. The Maritime Conference embraces the 
provinces of British Columbia, Alberta, Saskatchewan, 
and Manitoba. 















Hot Springs Sanitarium-Hospital Improvements. Our 
Lady of Lourdes Sanitarium and Hospital at Hot Springs, 
S. Dak., is making extensive improvements and additions 
to the surgical department. At present a new operating 
room is being built. Tile men from Denver have put in 
white glazed tile on all the walls of the room, which will 
be known as Operating Room No. 2. When the room is 
ready for use the old operating room will be entirely re- 
modeled and enlarged. It is planned to cover the walls 
of the old room with tile, to introduce improved artificial 
lighting, and to reconstruct the surgeon’s sink, etc. New 
and up-to-date operating tables and appliances will be 
installed. The additions and improvements in the surgical 
FIG. 40. OBLIQUE VIEW OF THE UPPER OUTER ASPECT department of the hospital have become necessary on ac- 

OF THE FOOT SHOWING THE PHALANGES, META- count of the increased demand on this department and the 


TARSALS AND SOME OF THE TARSALS. : . 
(Dry Skeleton.) surgical service. 
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DEVELOPING A BETTER ATMOSPHERE IN OUR 
HOSPITALS FOR NERVOUS PATIENTS 

It was hinted in ‘these columns some time ago that 
our hospitals, with others, were backward in providing 
the atmosphere, equipment, nursing and medical super- 
vision for nervous cases. Specialists in all fields soon 
notice in general hospitals any lack of attention or sym- 
pathy toward their own work. It is not to be wondered 
at, then, that the keen workers in the tuberculosis field, 
some time ago, noticed a general lack of attention and 
sympathy toward their tuberculous patients. The inter- 
est seemed to be to direct these cases to the tuberculosis 
sanatoria. Despite the great prevalence of tuberculosis, 
space and attention were given to it rather grudgingly. 
While the great chronicity of the disease accounted in 
part for that attitude, it might easily be brought forward 
that many other forms of disease, equally prolonged, 
were accepted and provided for routinely. The present 
change of attitude toward the tuberculous patient is not 
to be found in any notable change in the character of the 
disease’s manifestation, but rather in certain surgical 
and therapeutic adjuncts. Artificial pneumothorax and 
thoracoplasty have enlisted the interest of the surgeons 
and, in a word, an aggressive offensive is on, lifting 
tuberculosis therapy out of a fixed routine. 

As far as the nervous patient is concerned there is 
great need that some like movement gain wider interest, 
and that some attention be given our critics for the 
neglect of the great crowd of patients who at times come 
to our general hospitals. Some have plain nervous dis- 
orders ; a little more than border-line mental unbalance. 
It is safe to state that very few patients entering any 
hospital for any purpose, fail to evidence some concern 
and a good deal of nervous anxiety. To meet these 
people sympathetically, while earnestly endeavoring to 
promote their happiness and increase their physical con- 
tentment, is an attitude that should be developed in all 
our hospitals. 

To begin with, too many doctors are interested in 
the objective. We only need to observe the eagerness 
shown by most of our colleagues in handling definite 
surgical entities. Anything is confusing when it is 
misunderstood. Those who have attempted, even in a 
small way, to investigate and understand the perigrina- 
tions of the human mind—not to mention disposition— 
are abundantly repaid by the flood of material and facts 
that are available, all bearing upon the ordinary 


‘cause of the uncontrolled and ever present noise. 
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sequence followed by most individuals in the pursuit of 
unhappiness. 

Before we get too deeply involved in psychological 
steps, perhaps we had better begin with certain practica! 
and fundamental suggestions. How many new hos- 
pitals are being constructed with due attention to the 
present-day possibilities of having sound-proof rooms: 
This question may draw to your mind a howling patien‘ 
held in forced repose (?) by mechanicak means. How- 
ever, sound-proof rooms are quite as important to give 
complete freedom from noise to every sensitive patient 
while regaining his nervous control and balance. Many 
such patients dislike general hospitals most of all be- 
Noise 
is a big factor bearing upon hospital contentment, 
whether the noise arises from within the building or 


without. Reinforced concrete construction, with all its 


-additional safety and fire prevention, has not brought 
with it a reduction in noise. 


On the contrary it seems 
in many institutions, to have acted as a resonator. Sound 
insulators are available. Are they being used? 

The greatest field for improvement lies with the 
medical staff. Yearly health examinations are being 
advised by widely differing agencies and public appre- 
ciation as well as opinion is being gradually molded. 
Doctors need constant warning against telling those 
asking for such an examination that they are “simply 
nervous.” In other words, the doctor is inclined to 
drive away from him all those who cannot produce some 
definite objective pathology. Yet it is likely that 
seventy per cent of those who first think of the medical 
profession as a means to surcease from affliction and dis- 
tress, have only subjective complaints and physiological 
deficiencies. One of our coming advances in hospital 
work must include an elaboration of dietary control, 
massage and general physiotherapy intended to hold 
these patients from swelling the lists who make the ways 
of the thoroughly “unscientific” healers and quacks 
lucrative and easy.—E. L. T. 

HOW A HOSPITAL MAY FAIL 

An intelligent and well disposed American of fifty 
years of age who had just been discharged from a Catho- 
lic hospital indicated during the course of treatment in a 
physician’s office that he was seriously considering join- 
ing the national organization devoted to fostering of 
racial hatreds and religious prejudice. The reasons he 
gave were those based on intolerance and ignorance, 
commonly advanced by anti-Catholic organizations. 

This man of mature age and good faculties lived in 
a Catholic institution for three months. He uttered no 
complaint as to the treatment he had received. Th 
nursing was good and the care was adequate. But the 
human contact and the domiciliary bonds that woul: 
ordinarily develop in a three months’ residence in any 
institution were utterly lacking. Once or twice dail 
the nun in charge of the floor visited the ward to in- 
vestigate minor infractions of hospital rules or t 


enjoin observance of religious duties by Catholi 
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patients. No intercourse was developed and no sym- 
pathetic contact established between this sick man and 
those representatives of the Church who dedicate their 
lives to the relief of pain and suffering. The reasons 
did not lie with the patient. He was an open-minded 
and average non-Catholic American. He had little 
religious conviction but less prejudice. He would as 
gladly believe good as ill of the Church. 
tunity to form a favorable judgment was offered him. 


No oppor- 


In no place does there exist greater opportunity to 
overcome prejudice and destroy bigotry than in the 
Catholic hospital. Those whose heritage is rich in 
faith and whose early footsteps have been guided by the 
devoted women in the Catholic sisterhoods need no ex- 
ternal evidences of their Christian charity or of their 
human qualities. But these same’ women owe a duty 
to the Catholic and open-minded non-Catholic laity. 
Unalloyed piety will never dispel ignorance or preju- 
dice. The nursing nun is apt to be a disciplinarian 
rather than an advocate of either science or religion. 
When will there come a realization that, while over fifty 
per cent of the hospital beds in the United States and 
Canada are under Catholic control, less than twenty 
per cent of the same population is nominally Catholic? 
In this day religious intolerance is widespread and 
stupid bias is rampant. Does not there exist an obliga- 
tion on the part of the Catholic nursing sisterhoods in 
the United States to develop a better understanding and 
a more svmpathetic attitude toward the Church among 
their non-Catholic patients?—J. W. D. 

EDITORIAL NOTE: The case mentioned in the editorial is 
one which may occasionally happen. A single instance even is to 
be regretted. It should serve as a warning to all. Unques- 
kindly ‘and’ humane. The great religious motive of Cheistlike 


charity should permeate the entire organization of the hospital. 
c. B. M. 


HOSPITAL TEACHING AND SOCIAL SERVICE 

The extension of hospital service has been so 
phenomenally rapid since the beginning of this century, 
that only the close students of this development can 
realize the stupendous multiplication of hospitals and 
their increased service—not only as desirable places for 
the treatment of the sick, but also for social service and 
education in public health matters. 


When the Catholic Charities Association met in 
Milwaukee a few years ago, the writer read a paper on 


? and an investi- 


“Social Service in Catholic Hospitals,’ 
gation made beforehand showed that very few Catholic 
hospitals were engaged in actual social service. Since 
that time there has been a considerable increase in the 
number of hospitals of the Catholic Hospital Association 
which do such work and the quality of the service has 
been very much improved. There is yet, however, much 
room for betterment of the social service in our hos- 
pitals. 

Only when the administration has a trained social- 


service conscience can a hospital hope to have a well 
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organized social service and then the success of the work 
is largely dependent on the social worker in charge— 
her education, social viewpoint and horse sense. Even 
then, the work must be more or less haphazard, unless 
the staff members are also educated to the importance 


and the necessity of social follow-up work. 


In an article by J. L. Yates of Milwaukee in the 
November, 1921, issue of Hosprrat Progress entitled 
“The Hospital an Agent in Public Service,” he says, “A 
hospital as an institutional unit in the great medical 
structure is delegated to learning and teaching and in 
order to be worthy of the name, must be solely an agent 


in public service. It may not be conducted primarily 


for gain; it must not pauperize, and all individuals con- 
nected with its activities, from the executive head te 
the least important employee, are but servants of the 
same agent in the same cause, working under the same 
obligations to human welfare, the prevention and reliel 
of disease, moral, mental and physical.” 


It would be difficult to state better or more suc- 


cinctly the duties of a hospital. 

It would be worth while if the Sisters in charge of 
our hospitals would induce the staff to have at least one 
monthly meeting a year devoted to a discussion of social! 


service. This request is made to the Sisters advisedly, 
because 1 fear that very few—and I am sure far too 


few—=staff doctors are reading HosprraL Proeress. 


The writer has made several individual appeals for 


papers on social service in our hospitals. I again appeal! 


through Hospitat Progress to volunteers who are 
doing this work to write their experiences for the 
Journal.—E. E. 


Miss Helen Burrey, R. N., of St. Francis Hospital, 
Pittsburgh, Pa., has been elected a delegate to the Inter- 
national Congress of Nursing at Helsingfors, Finland. 

Miss Burrey was graduated from St. Francis Hospital 
in the class of 1913, and engaged in private duty nursing 
until 1917, when she went overseas with the University 
of Pittsburgh Base Hospital Unit No. 27. After almost 
two years in France in various hospitals, Miss Burrey 
returned to Pittsburgh and became a member of the fac- 
ulty in the School of Nursing of her Alma Mater, which 
position she has since held. She is well known in nursing 
circles in Pittsburgh, being identified with all nursing 
activities, and her attendance at the convention will be 
profitable to herself and her nurse associates. 


Memorial to Osler. A bronze plaque in memory of 
Sir William Osler was unveiled by the vice-chancellor 
of the University of Oxford, England, in the presence of 
a distinguished gathering. The plaque which has been 
installed in the University Museum is the work of a 
French sculptor, F. Vernon. A wreath of laurel and white 
heather was placed at the foot of the memorial by Mr. 
J. F. Fulton of Harvard, on behalf of the interstate post- 
graduate assembly of physicians and surgeons. 


An Osler memorial fund has been reported, from 
which a bronze medal will be awarded once in five years 
to the Oxford medical graduate who has made the most 
valuable contribution to the science, art or literature of 
medicine. The first award has been made to Sir A. E. 
Garrod. The residue of the fund is to be used in making 
grants to teachers in the Oxford Medical College to en- 
able them to pursue some special study connected with 
medicine. 
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NIMAL or human tissue extracts, so-called anti- 
gens, which hold lipoids in solution, are the re- 
agents generally employed in all tlocculation 
tests. Among the organs most suitable for preparation 
of antigens is the heart muscle of various animals. The 
lipoids are obtained by an extraction process with alcohol, 
ether or aceton. The addition of cholesterin to some of 
these extracts tends to increase their sensitiveness. The 
antigens used in the various flocculation tests are diluted 
with sodium chloride solution of a definite concentration. 
The manner in which the antigen-sodium chloride dilu- 
tion is made is one of the most essential procedures in 
the technique of every flocculation test, for each one of 
these reactions requires that a special method be followed 
in diluting the antigen with salt solution. Many com- 
parative experiments have shown that one can obtain 
antigen dilutions which differ in quality and strength of 
their action, if the mixing process is performed either too 
rapidly or too slowly. In a similar way the effect of an 
antigen may be influenced if the fluids are shaken when 
mixing them. According to the method of diluting the 
extract with salt solution the antigen is likely to vary in 
its sensitiveness. This fact explains many difficulties and 
disagreements in the various flocculation tests in the 
hands of different workers. 

When the extract and salt solution are mixed, a 
milky, opalescent fluid results, an emulsion of minutely 
distributed lipoid globules. This antigen solution consti- 
tutes a very sensitive reagent to demonstrate by means of 
the precipitation phenomenon the instability of the glo- 
bulins in a luetic serum. 

Another important factor in all flocculation tests is 
the concentration and reaction of the salt solution which 
is employed for dilution. We see here similar principles 
as in the complement fixation test. For instance, a 
strong positive reacting sera might exhibit a lesser degree 
of reaction if the diluting mtedium shows a slight alka- 
linity. On the other hand traces of acids may render a 
negative serum positive. Such erroneous results may 
arise chiefly from the use of a chemically impure sodium 
chloride or from improperly prepared glassware, as test 
tubes, pipettes and flasks. This source of error demands 
great attention in so far as sufficient amounts of in- 
organic substances may be present in improperly cleaned 
glass utensils to influence the results of the tests. 

The most universal diluting fluid is a physiological 
sodium chloride solution, but also salt solutions of a 
higher concentration are used according to the directions 
for the technique in the individual tests. The salt solu- 
tions should always be prepared fresh, filtered and abso- 
lutely clear. This is of primary importance because con- 
taminated fluids may falsely imitate a positive result, and 
old solutions have the tendency to give unspecific reac- 
tions. 





Serologic Flocculation Reactions in Syphilis 
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The exact concentration of the salt solutions is a 
very important requirement for the proper result of every 
flocculation reaction. It was shown by experiments that 
by increasing the concentration a greater tendency 
toward flocculation of a serum may result. But this 
ostensibly higher degree of sensitivity is not in propor- 
tion with the specificity. On the other hand, a lower con- 
centration of medium can considerably alter the reaction 
of a strong positive serum. 

In all biological reactions the temperature and dura- 
tion of incubation exert a marked influence upon the de- 
gree and sensitiveness of the tests. Also in the floccula- 
tion reaction the method and time of incubation have to 
be considered as factors of practical importance. 

In the great majority of these tests the technique re- 
quires an incubation of the tubes at 27 centigrades for 
eighteen to twenty-four hours, after which time the re- 
sults can be estimated. The incubation of the serum ex- 
tract mixture is intended to prevent unspecifie floccula- 
tions, which may occur even at room temperature. On 
the other hand some investigators claim that incubation 
influences the specificity of the reaction diminishing in 
some eases the degree of flocculation. But such undesir- 
able results can be avoided or minimized by an exact 
antigen titration and proper dilution of antigen with salt 
solution. In many flocculation tests it is advised to place 
the test tubes in the incubator over night and to make the 
first reading the following morning. A final reading can 
be made after the test tubes have been kept at room tem- 
perature for a few hours. 

The flocculation reactions are generally recorded ac- 
cording to the amount of precipitate formed in the test 
tubes. The reading and estimation is best made with an 
agglutinoscope or a magnifying glass; very pronounced 
precipitates can be judged by the naked eye inspections. 
Negative reacting sera appear transparent and slightly 
opalescent without any turbidity. Reactions in which 
there is the formation of a turbidity of the serum extract 
mixture and in which there is no apparent homogenicity 
of the fluid are termed doubtful (+). Positive reactions 
(+) are manifested by the development of a minute floc- 
culent precipitate which does not dissolve on shaking. If 
the precipitated flocecules are coarser the result is desig- 
nated as (++). Results showing even coarser floccules 
suspended in a nearly or absolutely clear fluid are re- 
ported as +++ or ++++. Sera in which flocculation 
cannot be definitely differentiated should not be reported 
as positive. 

If one prefers to read without agglutinoscope, the 
results should be estimated in front of a window with a 
darkened background. The reading and recording of the 
degree of the flocculation tests may at times be difficult; 
especially in doubtful cases it requires practice and is 
based more upon the experience of the individual workers. 
(To be continued). 


























In the Hospital Hall of Fame 


HE recent earthquake which visited Santa Bar- 

bara wrought considerable havoc. Ruin was 

wide-spread; buildings that were an ornament 

and a service to the city came crashing down; 

lives were imperilled, yet amid the general confusion and 

denger deeds of unsung heroism were performed. Every 

detail of this catastrophe was thrillingly realized at St. 
Francis Hospital. 

A Tale of Heroism 

The Sisters were at their morning devotions in the 

chapel, the nurses were taking their breakfast when the 

terrific quake came. EBravely rallying under the encour- 

aging words of Sister Rosina, the Superior, the Sisters 

and nurses intrepidly went through the building, oblivious 

of falling tile and dangerous holes and carried to safety 











each and every inmate. They ranged them on the front 
lawn, then fearing that someone might have been over 
looked, they plunged back into the tottering structure and 
up through the four stories, no elevator running, they 
climbed, peering into every room, until satisfied that the 
place was vacant, they hurried back into the open, 
anxious for the condition of their patients. Not a one 
was injured in the quake; no illness was aggravated by 
the shock. How it happened only Providence can account 
for. 

And they went through it all—the Sisters, Father 
William, O. F. M., the chaplain, the nurses, Dr. Wilson. 
They are heroes, every single one of them. It is a page 
of glory in hospital annals; an achievement to send a 


thrill of pride through the hearts of the hospital world. 

















ST. FRANCIS HOSPITAL, SANTA BARBARA, CALIF., FOLLOWING THE EARTHQUAKE IN JUNE, 1925. 
Top: Rear exterior view ; Temporary chapel. 


Center: Corridor on second floor ; 


Patient’s room; Chapel after earthquake. 


Bottom: Temporary sleeping quarters; Sisters cooking in open. 
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And all the while their hearts were sore and grieved; their 
home was wrecked; their hospital was in ruins; their 
means of subsistence were gone; their dream of years was 
shattered. 

The institution had been opened in 1908 and the 
Sisters made such wonderful progress that in September, 
1923, they were enabled to open to the public the new St. 
Francis Hospital, a beautiful structure gracing the slopes 
of the famed Riviera. The hospital enjoyed the greatest 
repute among the medical men of the city and was eagerly 
patronized by the people. 
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pitched tents for themselves in the open; they set men to 
work in the old hospital structure, the nurses’ home, a 
frame building not greatly damaged by the quake. This 
they will reopen as a hospital by August Ist. 

But these Sisters must be helped. Such heroism 
must not go unrewarded. Santa Barbara will aid but her 
needs are manifold, and the hospital cannot be adequately 
eared for. Then into the breach must jump the Hospital 
Associations and Medical Societies. They gloried, and 
justly so, in the exploits of the Sisters, yet the exploits 
were occasioned by disaster From, this disaster tl] 








AMBULANCE DRIVEWAY SHOWING CHAPEL, ST. FRANCIS HOSPITAL, SANTA BARBARA, CALIF., 
AFTER EARTHQUAKE, JUNE, 1925. 


The former hospital structure had been converted 
into a Nurses’ Home where eighteen young women were 
in training. In May, last, a class of seven was graduated 
and a splendid tribute was paid to the Sisters and the 
members of the Staff when a prominent physician of the 
city declared: “I do not think that one could find any- 
where seven better trained nurses.” 

The hospital had but recently been recognized by the 
American Medical Association. With such a thorough 
institution, modern, popular and approved by the highest 
medical authority of the country, is it to be wondered at 
that the good Sisters had great plans for the future? 
Noble hopes of ampler and more efficient service to the 
afflicted, more general charity to the needy—their distinc- 
tive service? 

But then the quake came, and it shattered their 
dream in destroying their building. The structure is a 
complete wreck; great gaping holes yawn in the main 
walls; stairways torn away at the sides, hollow tiles fallen 
out of the partition walls, which in places are twisted 
entirely out of line. When one views the scene of devas- 
tation one shudders at the thought that there were many 
patients in the building at the time. What happened to 
them? We know the story of real heroism. 

Extent of Damage 

The building had cost the Sisters $300,000. It was 
still deeply in debt; now it is untenable and must be torn 
down entirely. This is their position now, pitiable to the 
casual reader, heart-rending to fellow hospital workers. 
And the Sisters were urged to leave the city, to go to their 
various other establishments and give up Santa Barbara. 
Rather a tempting suggestion under the circumstances. 
But they refused. For the present, they sent the patients 
home, having trained nurses visit them twice daily. They 


must rise; already they themselves have done their 
utmost, yet it falls short. They must be assisted, and 
what greater return and appreciation can their hospital 
associates show them than by coming swiftly to their aid 
in a substantial manner. 


ST. JOSEPH’S CONSIDERS FIRST AID SURGERY 
AND ASTHMA 

St. Joseph’s Hospital Staff, San Francisco, met June 
10, Dr. A. S. Musante presiding, and heard Dr. Edmund 
Butler, chief emergency surgeon, speak on “Surgical First 
Aid.” An abstract of Doctor Butler’s address follows: 

In a recent visit East the emergency service of many 
cities was observed, many of these being but the out- 
patient departments of the district hospitals, instead of 
independent departments. San Francisco ranks high in 
economy, promptness and efficiency. We had 38,500 ad- 
missions last year, of which 29,500 were surgical. 

Routine fundamentals are a careful exploration, 
mechanical cleansing without abuse of tissue, the removal 
of devitalized soft parts that are contaminated, judicious 
drainage, and the proper use of antiseptics, sutures and 
wet or dry dressings for wounds. Most are iodized and 
dressed with equal parts of glycerin and 95 per cent alco- 
hol. Scalp wounds are inspected for foreign materia! a 
distance from the edges. If the pericranium is torn, the 
skull is inspected for fracture, but the wound is not en- 
larged. In face wounds exact approximation, without 
wrinkling the angling, is obtained with sutures. Eyelid 
wounds must be handled gently and nicely approximated, 
to avoid bad sears. Fine round needles and horse huir 
and silk sutures are used and drainage with rubber tissue 

















favored. In neck wounds, often suicidal, the mucus 
membrane of the pharynx is sutured with catgut, muscles 
with chromic and skin joined so as not to impede drain- 
age, which is placed in the angles and mid line. Stab, 
gunshot and crushing wounds of the chest are generally 
treated expectantly. Primary shock is great, but the prog- 
nosis is good. Blood is not aspirated early as the com- 
pressed lung reduces movement and favors clotting; if 
allowed to expand, secondary bleeding may occur. All 
openings in the pleural cavities are closed at once—at 
first with a sterile towel wrung out of sterile salt solution 
and then with figure of eight silkworm sutures, including 
muscles fascia and skin. Abdominal stab, gunshot and 
contused wounds require intervention. Ruptured spleen 
is misleading, as primary shock and low blood pressure 
allow clotting to occur in the tear, but in six to ten hours 
the blood pressure increases, the clots are dislodged and 
secondary bleeding ensues, accompanied by slight abdomi- 
na! pain and distention and polymorphonuclear leucocyto- 
sis. Leucocytosis occurs in all bleedings into serious 
cavities and soft parts, and may reach 50,000. Intraperi- 
toneal rupture of the bladder does not cause alarming 
symptoms and the pain is often ascribed to contusions of 
the abdominal wall, enteritis or, in females, to salpingitis. 
Intervention, if delayed, has a high mortality. 

Injuries to limbs make up most of emergencies. Sim- 
ple fractures are reduced as completely as possible with- 
out anaesthetic and immobilized with cardboard. In com- 
pound fractures the skin is shaved and prepared to wound 
and the end of bones, if protruding, cleansed and iodized. 
Drains, glycerin and alcohol compresses and immobiliza- 
tion are utilized. In lacerated wounds, few sutures, free 
drainage and the above compresses are used. Cut tendons 
are sutured at once or, if patient has a physician, latter 
is notified at once, the wound shaved, iodized, compressed, 
and splinted. 

Burns are treated with antipyrexol. 

Dr. Alex. Keenan praised the 
fairness of Doctor Butler’s service 
toward doctors and the excellence and 
immensity of its growth. 

Dr. Samuel H. Hurwitz spoke on 
the “Modern Treatment of Asthma,” 
the following notes being stressed: 

There are two main causes of 
asthma—idiosyncrasy to certain sub- 
stances (proteids) and _ infections. 
Real asthma is distinguished from the 
dyspnoea of cardiac, renal and other 
diseases. The foreign proteid sub- 
stances can be taken in by such 
methods as ingestion, inhalation or 
absorption and produce asthma, hives 
and eczema. Certain foods — even 
essential ones—and emanations from 
domestie and other animals are causes 
of trouble. The diagnosis can be 
made by rubbing into the skin or in- 
jecting (too sensitive) suspected sub- 
stances or their extracts to note re- 
action. If a wheal, itching or redness 
develops, it is indicative of a positive 
reaction. The history may disclose 
hereditary manifestations in early 
life. The onset may be noted after 
certain occupations (hostlers, bakers, 
ete.) are entered. 

The prognosis for desensitization 
is good if the asthma is not of too 
long standing. Some metabolic factor, 
like dysfunction of ductless glands, 
may need correction and diet and other 
hygienic measures may be needed. 


HOSPITAL PROGRESS 








415 


The infectious group of asthma may be due to respira- 
tory tract origin, especially the sinuses, gall bladder and 
occasionally the kidneys. Certain groups are often rec- 
ognized, like that of children after many respiratory dis- 
eases, that after influenza and that following a long his- 
tory of bronchitis. The infectious type of asthma often 
does well. Treatment is based on the bacteriology dis- 
closed by a careful sputum culture. Vaccine from the 
organisms found are used; if several, inject each one and 
those producing the most reaction will generally clear up 
the condition. The autogenous vaccines are best. Fifty 
million are injected every five to seven days and ‘even 
larger doses are then used. Surgical aids in removal of 
pathology should be considered. Climate makes but little 
difference. Both desensitization and vaccine therapy are 
used if indicated. 

In the attacks of asthma, adrenalin and morphine sul- 
phate are best. 

Doctors Philip Collinschonn and F. A. Lowe pre- 
sented case histories of purulent bronchitis and pre- 
eclmatogenic tomemia, respectively. 


ANNUAL MEETING OF WESTERN CONFERENCE 
OF C. H. A. 


The California, Arizona and Nevada Conference of 
the Catholic Hospital Association of the United States 
and Canada will hold its Fourth Annual Meeting in the 
Young Men’s Institute Building, 50 Oak Street, San 
Francisco, California, the 16th and 17th of September, 
1925. 

A very cordial invitation is extended to all the Cath- 
olic hospitals to send representatives to the conference. 
A very interesting and practical program is being 
arranged. Some very practical suggestions have been ob- 
tained from our members in the formulating of the pro- 
gram, which will be discussed by our leading doctors and 
other prominent people. Miss Anna C. Jamme, director 
of the Bureau of Registration of Nurses of California, 
will discuss a subject of interest to all members. 





GRADUATING CLASS OF 1925, ST. JOSEPH’S HOSPITAL, GUELPH, ONTARIO, CANADA. 
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MAIN FRONT OF ST. MARY’S HOSPITAL, GREEN BAY, WIS. 


TWENTY-FIFTH ANNIVERSARY OF GREEN BAY 
HOSPITAL 

A three days’ celebration of the twenty-fifth anniver- 
sary of the founding of St. Mary’s Hospital and Infants’ 
Home, Green Bay, Wisconsin, began Saturday morning, 
June 27th, with Pontifical High Mass at which the Right 
Reverend Paul P. Rhode, D. D., officiated and which promi- 
nent clergy, including the Very Reverend Abbot B. H. 
Pennings of St. Norbert’s Abbey, attended. This was 
followed by a banquet for the clergy, and for the graduate 
and students nurses of St. Mary’s. On Sunday morning, 
Father Jerome, O. F. M., of Stevens Point, the first chap- 
lain of the institution, said a Low Mass at eight o’clock. 
From one to four in the afternoon, visitors were received 
in the hospital. On Monday the Sisters had their own 
celebration of this joyous event, which represents the 
work of many years of their lives. The day consisted of 
general entertainment for the Sisters of the hospital and 
for visiting Sisters. 

To commemorate the jubilee, a special anniversary 
book was printed with photographs of the Superiors of the 
Sisters of Misericorde, Archbishop Messmer, and Bishops 
Rhode and Fox. 

Since the establishment of the hospital by the Sisters 
of Misericorde, twenty-five years ago, nearly 21,000 pa- 


tients have received treatment. During that time the 
records show that 2,475 children have been cared for in 
the babies’ home, 2,041 women have been rescued, and 382 
babies placed in good homes. Three years after the 
founding of the hospital the St. Mary’s Hospital Training 
School for nurses was opened. It commenced in 1903 with 
a class of five nurses. During the years that have fol- 
lowed, 290 young women have been graduated as thor- 
oughly trained nurses. 

Among the doctors who have contributed to the suc- 
cess of St. Mary’s Hospital, special tribute must be paid 
to Dr. W. E. Fairfield, who organized and successfully put 
into execution the idea of establishing St. Mary’s as a 
general hospital. He was the first surgeon to operate 
there and is still actively connected with the institution. 
Dr. W. Webber Kelly was one of the original workers for 
the hospital and was its first chief of staff upon the 
organization of the staff in 1920. The successful operation 
of the Mothers’ and Infants’ Home was due mainly to 
the untiring work of Dr. R. L. Cowles. 

This great institution was originally founded by a 
group of five Sisters, Sister Marie of the Immaculate 
Conception, its first superior; Sister Marie-du-Calvaire, 
Sister Marie-de-Jesus, Sister S. Jeanne-de-Chantal, and 
Sister S. Ursule. Sister Marie-Claire is the present 
superior. 


NURSES’ HOME, ST. MARY’S HOSPITAL, GREEN BAY, WIS 
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SISTERS BUILD NEW 
HOSPITAL 

The Sisters of St. Joseph 
are engaged in the prelimi- 
nary work for establishing a 
new Mercy Hospital at EIl- 
wood, Indiana. Rev. Father 
B. Biegel, pastor of St. 
Joseph’s Church, is taking 
the leadership in the organi- 
zation and construction work. 

The ground owned by 
the Sisters on which the hos- 
pital will be erected is on 
South A street, and measures 
130 feet by 820 feet in size. 
The hospital will be fifty-one 
feet by ninety-two feet, hav- 
ing two stories and a base- 
ment, and will be erected in 
such a manner that additions 
can be made at any time. It 
will set back fifty feet from 
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the street and will face South 
A street. This will give 
ample space for an attractive lawn. The institution will 
be of fireproof construction, the floors in the corridors 
being of linotile. 

A terrace will be constructed at the east end of the 
hospital for entrance from ambulances. It will be forty- 
five feet wide. There will be sun parlors at the east end 
on the first and second floors. 

In the basement will be the kitchen, dining room, 
x-ray department, boiler room and recreation room, while 
on the first floor will be the office, one ward and rooms for 
single beds, total capacity being twenty-five cots. The 
maternity department, sterilizing and operating rooms 
will be on the third floor. 

The contract for the construction of the hospital was 
awarded to R. D. Smith of Greentown, his bid of $56,589 
being the lowest of nine submitted, the highest of which: 
was $67,776. The contract includes only the general con- 
struction of the hospital, and not the heating and plumb- 
ing, nor the elevator, x-ray fixtures and other equipment. 
The estimated cost of the institution is $100,000. 

Most of the excavation has been completed and every- 
thing is practically in readiness for the contractor to start 
his work. According to the contract, the building is tv 
be completed in eight months. 

The plans and specifications for the hospital have 
been prepared by S. A. Bohlen & Son, Architects, Indiana- 
polis, Indiana. 


NURSES’ RETREAT OF 1925, ST. JOSEPH’S HOSPITAL, KANSAS CITY, MO. 


DEATH OF DR. OCHSNER 

Dr. Albert John Ochsner, chief surgeon of St. Mary’s 
Hospital and of Augustana Hospital, Chicago, and widely 
known as a writer on surgical and medical topics, died 
July 25, from angina pectoris. 

Dr. Ochsner was born in Baraboo, Wis., in 1858, and 
was graduated from the University of Wisconsin and 
Rush. Medical College of Chicago. He later studied in 
the Universities of Vienna and Berlin. In 1889 he re- 
moved to Chicago where he immediately attracted atten- 
tion as a surgeon. In 1895 he was made chief surgeon 
in the two hospitals with which he was connected at the 
time of his death. In 1900 he became professor of clinical 
surgery in the University of Illinois. 

He held a Major’s commission in the Medical Reserve 
of the United States Army and memberships in the 
American College of Surgeons, Royal College of Sur- 
geons (Ireland), Royal Microscopical Society (England) 
and a Fellowship in the American Surgical Association. 

Among his more notable professional writings were 
“Handbook on Appendicitis,” “Clinical Surgery for the 
Instruction of Practitioners and Students,” “Organiza- 
tion, Management and Construction of Hospitals,” “Sur- 
gery of Thyroid and Parathyroid Glands,” “Yearbook of 
Surgery” and “Treatise on Surgical Diagnosis and Treat- 
ment.” 


GRADUATES OF 1925, GEORGETOWN UNIVERSITY HOSPITAL, WASHINGTON, D. C. 





